Health  Car 


inancing 


ontrac 
eports 


ong-Term  Care  Reimbursement  and  Regulation 
A  Study  of  Cost,  Case-Mix,  and  Quality 


rograms  To  Assure  Quality  of  Care  in  Colorado 
ursing  Homes 


Published  by  the  Health  Care  Financing  Administration 
Office  of  Research,  Demonstrations,  and  Statistics 


Health  Care 

Financing 

Grants 

and 

Contracts 
Reports 

The  Health  Care  Financing  Administration  was  established  to  combine  health  financing  and 
quality  assurance  programs  into  a  single  agency.  HCFA  is  responsible  for  the  Medicare  pro- 
gram, Federal  participation  in  the  Medicaid  program,  the  Professional  Standards  Review 
Organization  program,  and  a  variety  of  other  health  care  quality  assurance  programs. 

The  mission  of  the  Health  Care  Financing  Administration  is  to  promote  the  timely  delivery  of 
appropriate,  quality  health  care  to  its  beneficiaries — approximately  47  million  of  the  nation's 
aged,  disabled,  and  poor.  The  Agency  must  also  ensure  that  program  beneficiaries  are  aware 
of  the  services  for  which  they  are  eligible,  that  those  services  are  accessible  and  of  high 
quality,  and  that  Agency  policies  and  actions  promote  efficiency  and  quality  within  the  total 
health  care  delivery  system. 

HCFA's  Office  of  Research,  Demonstrations,  and  Statistics  (ORDS)  conducts  studies  and 
projects  that  demonstrate  and  evaluate  optional  reimbursement,  coverage,  eligibility,  and 
management  alternatives  to  the  present  Federal  programs.  ORDS  also  assesses  the  impact 
of  HCFA  programs  on  health  care  costs,  program  expenditures,  beneficiary  access  to  ser- 
vices, health  care  providers,  and  the  health  care  industry.  In  addition,  ORDS  monitors  na- 
tional health  care  expenditures  and  prices  and  provides  actuarial  analyses  on  the  costs  of 
current  HCFA  programs  as  well  as  the  impact  of  possible  legislative  or  administrative 
changes  in  the  programs. 

ORDS  also  annually  conducts  over  200  intramural  and  extramural  research,  demonstration, 
and  evaluation  projects.  The  Health  Care  Financing  Grants  and  Contracts  Reports  series 
presents  the  final  reports  from  selected  ORDS/HCFA-funded  extramural  projects. 


to 

.a 


Health  Care 

Financing 

Grants  and 

Contracts 

Report 


Long-Term  Care  Reimbursement  and  Regulation: 
A  Study  of  Cost,   Case-Mix,  and  Quality 

Programs  to  Assure  Quality  of  Care  in  Colorado  Nursing  Homes 


This  report  was  made  pursuant  to  grant  number  1 8-P-971 45/8-01  between  ORDS/Health 
Care  Financing  Administration  and  the  Center  for  Health  Services  Research, 
University  of  Colorado  Health  Sciences  Center. 


Co-Investigators:     Peter  W.  Shaughnessy,  Ph.D. 

Robert  E.  Schlenker,  Ph.D. 


HCFA  Project  Officer:     Korbin  Liu,  Sc.D. 


Author:     Bettina  D.  Kurowski,  D.P.A. 


Published  by  DHHS 

Health  Care  Financing  Administration 
Office  of  Research,  Demonstrations, 
and  Statistics 
May  1981 


PREFACE 


This  paper  is  the  third  volume  in  a  monograph  series  published  as  part 
of  a  study  funded  by  the  Health  Care  Financing  Administration  entitled 
Long-Term  Care  Reimbursement  and  Regulation:    A  Study  of  Cost,  Case  Mix 
and  Quality.     Its  intent  is  to  describe  the  state  of  the  art  of  quality 
assurance  programs  operating  in  Colorado's  nursing  homes.     In  so  doing, 
key  characteristics  of  each  program  are  described,  including  intent, 
approach,  and  sanctions.    Attempts  are  made  to  identify  opportunities 
for  expansion  and/ or  refinement  of  the  current  systems.     This  paper 
reports  on  developments  through  the  end  of  1979.     In  some  instances, 
programs  are  no  longer  identical  with  the  descriptions  contained  herein. 
In  those  cases,  every  attempt  has  been  made  to  identify  important  differ- 
ences, which  are  thus  noted  in  the  text.     Relevant  changes  will  be 
described  in  greater  detail  in  later  project  documents. 

The  author  is  indebted  to  several  individuals  for  the  provision  of  infor- 
mation used  in  the  development  of  this  paper.     They  include  Dr.  Garry  Toerber 
of  the  Colorado  Department  of  Social  Services;  Mr.   Bill  Krause,  formerly 
with  the  Colorado  Department  of  Health;  Dr.  Keith  Case  of  the  Colorado 
Foundation  for  Medical  Care;  and  Mr.  Floyd  Harrison,  Jr.,  representing 
the  Colorado  Health  Care  Association.     In  addition,  several  Center  staff 
members  offered  valuable  comments  and  criticism  in  the  developmental 
stage  of  this  report.     They  include  Drs.  Peter  Shaughnessy  and 
Robert  Schlenker,  Director  and  Associate  Director  of  the  Center,  and 
Ms.  Arlene  Woodson,  geriatric  nurse  practitioner  consultant  to  the 
Center.     Providing  support  in  efforts  to  collect  additional  data  and  in 


the  production  of  this  report  was  Ms.  Gerri  Tricarico,  Project  Coordinator 
of  the  study  of  which  this  monograph  is  only  one  product.    Although  each 
of  the  preceding  individuals  contributed  to  the  development  and  produc- 
tion of  this  document,  the  conclusions  reached  are  entirely  the 
responsibility  of  the  author  and  should  not  be  attributed  to  any  of  the 
individuals  or  organizations  cited. 


Bettina  D.  Kurowski 
September  1980 
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CHAPTER  I 


INTRODUCTION  AND  FRAMEWORK 

A.  OVERVIEW 

The  intent  of  this  paper  is  to  describe  the  status  of  quality  assurance 
programs  through  late  1979  in  Colorado's  approximately  170  nursing  homes. 
As  appropriate,  opportunities  for  the  further  development,  expansion, 
and/or  refinement  of  these  programs  are  identified. 

The  purpose  of  this  chapter  is  to  (a)  briefly  define  the  key  concepts 
which  serve  as  a  basis  for  the  ensuing  discussion,   (b)  provide  a  brief 
historical  perspective  of  the  field  of  quality  assurance,  and  (c)  offer 
a  framework  for  analysis  of  current  quality  assurance  programs.  Sub- 
sequently, facility  certification  (Chapter  II),  facility/professional 
licensure  (Chapter  III),  quality/utilization  review  (Chapter  IV),  and 
peer  review  (Chapter  V)  are  described  using  the  framework  provided. 
Several  of  the  chapters  are  complemented  by  material  contained  in 
appendices,  which  include,  among  other  things,  a  glossary  of  the  terminol- 
ogy found  herein  (Appendix  A) .     Specific  reference  is  made  to  other 
appendices  as  appropriate  throughout  this  text. 

B.  DEFINITION  OF  TERMS 

In  order  to  clearly  define  the  scope  of  this  paper,  the  meanings  of 
several  concepts  warrant  clarification.    These  concepts  include 
quality  of  care,  quality  assurance,  and  nursing  homes.     Each  is  discussed 
in  this  section. 


2 


1 .     Quality  of  Care 

The  many  definitions  of  quality  of  care  demonstrate  the  complexity 
and  multi-dimensionality  of  the  concept.     It  can  be  viewed  both 
normatively  and  comparatively,  from  the  patient's,  facility's,  or 
system's  viewpoint.     Some  providers  of  care  suggest  quality  of  care 
standards  by  prescribing  necessary  program  components,  e.g.,  the 
provision  of  preventive  services,  coordination  of  services,  and 
treatment  of  the  "whole"  patient  (Lee  and  Jones,  1938).  Others 
define  quality  of  care  by  merely  specifying  its  measurement  (Jacobs  et 
al.,  1976;  Rutstein  et  al.,  1976).     Webster  (1971)  defines  "quality" 
normatively  as  a  level  of  excellence  or  superiority,  a  confirmation 
to  standards.    For  the  purposes  of  this  paper, 

quality  oare  is  that  whioh  meets  professionally  recognized 

standards . 

In  order  to  ascertain  the  level  of  compliance  with  recognized  stan- 
dards of  care,  those  standards  must  be  first  developed  and  then  the 
care  provided  assessed  in  relationship  to  those  standards.     In  the  case 
of  nursing  home  patients  who  often  suffer  from  chronic  diseases, 
standards  of  care  are  often  intended  to  maintain  or  improve  the 
functional  status  of  the  patient.     For  such  patients,  the  improvement 
of  functional  status  (or  other  types  of  positive  outcomes)  may  not  be 
directly  linked  to  the  services  received. 

Because  of  the  somewhat  tenuous  relationships  in  long-term  care  between 
the  inputs  of  care  and  patient  outcomes,  the  framework  proposed  by 
Donebedian  (1966)  is  an  especially  useful  paradigm  for  understanding  the 
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quality  of  care  in  nursing  homes.     Improved  health  outcomes  is  one 
general  criterion  for  care.     The  provision  of  appropriate/adequate 
services  (i.e.,  the  process  of  care)  is  another.     Compliance  with 
standards  which  theoretically  assure  prerequisites  for  quality  care  is 
another  measure  (e.g.,  staffing  requirements,  facility  licensure)  and 
is  often  referred  to  as  a  structural  criterion  for  the  provision  of 
quality  care.    Thus,  the  quality  of  nursing  home  care  may  be  defined  in 
relationship  to  structural,  procedural,  or  outcome-related  elements  of 
that  care.     This  situation  has  prompted  the  diversity  of  current  efforts 
to  define  and  measure  the  quality  of  nursing  home  care,  evidenced  by  the 
several  programs  described  in  this  paper. 

2.    Quality  Assurance 

It  should  be  noted  that  the  programs  included  in  this  paper  are  quality 
assurance  programs  rather  than  quality  assessment  programs.  This 
distinction  is  of  primary  importance  since  the  former  encompasses  the 
latter,  while  the  reverse  is  not  true. 

Quality  assurance  generally  includes  both  the  measurement  of 
the  quality  of  oare  provided  (quality  assessment)  and  efforts 
to  improve  it  (Brook  et  al.  3  1976). 

It  normally  entails  a  system  which  yields  reliable  information  about 
health  services  delivery  practices  and  is  also  designed  to  induce 
beneficial  change  in  those  practices.     In  addition,  it  includes 
quality  reassessment  in  order  to  maintain  conformation  with  established 
standards  (Kessner,  1978). 
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A  recent  Institute  of  Medicine  report  (1976)  suggests  several  components 
of  a  quality  assurance  system.     These  include:     (1)  the  presence  of 
an  organization  intended  to  assess  quality,   (2)  the  establishment  of 
criteria  against  which  quality  can  be  measured,   (3)  the  development 
and  maintenance  of  a  system  which  collects  and  analyzes  data  on  an 
appropriate  sample  of  patients,   (4)  a  procedure  for  making  findings 
known  to  relevant  parties,  and  (5)  methods  for  instituting  corrective 
action.     Each  of  the  programs  described  in  this  paper  includes  all  five 
components,  although  the  different  components  may  be  at  various  stages 
of  development.     Programs  which  do  not  include  all  of  the  components, 
such  as  those  specifically  intended  to  reduce  expenditures  or  detect 
fraud  are  excluded  from  the  analysis  which  follows.     Hence,  this 
paper  is  limited  to  programs  with  the  primary  purpose  of  evaluating 
and  improving  the  quality  of  care  in  nursing  homes. 

The  quality  assurance  programs  found  in  Colorado  nursing  homes  parallel 
those  which  govern  other  segments  of  the  health  care  industry  and 
include  the  following: 

(1)  facility  certification, 

(2)  facility  and  professional  licensure, 

(3)  quality  utilization  review,  and 

(4)  peer  review. 

Each  is  described  in  the  remainder  of  this  paper  according  to  the 
scheme  suggested  in  Section  D  of  this  chapter. 

3 .     Nursing  Homes 

The  169  Colorado  nursing  homes  which  are  affected  by  the  quality 
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assurance  programs  included  in  this  paper  are  classified  as  Class  I 
facilities,  defined  in  the  Colorado  Medicaid  regulations  as 

institutions  which  are  "licensed  and  certified  to  provide 
general  skilled  and/or  intermediate  nursing  home  care.  " 

These  nursing  homes  generally  treat  patients  whose  primary  problem 
is  chronic  physical  disease  or  mental  illness.     Facilities  which 
primarily  treat  patients  with  developmental  disabilities  or  mental 
retardation  are  classified  separately  since  the  scope  of  services 
appropriate  to  a  more  specialized  case  mix  often  warrants  modification 
of  the  quality  assurance  and  reimbursement  systems.     Such  facilities, 
numbering  about  ten,  are  classified  as  Class  II  or  III  by  Medicaid 
regulations  and  are  specifically  excluded  from  this  paper. 

C.     HISTORICAL  PERSPECTIVE 

Formal  programs  intended  to  assure  the  quality  of  care  in  Colorado 
nursing  homes  were  instituted  in  the  early  1930s  when  the  Colorado 
Department  of  Health  was  given  the  responsibility  by  the  legislature 
for  the  development  and  maintenance  of  the  licensure  survey  process 
which  all  facilities  must  undergo  prior  to  the  provision  of  services. 
Several  years  later,  in  the  mid-1940s,  the  nursing  home  industry 
itself  began  an  informal  system  which  reviewed  the  types  of  care 
provided  and  the  outcome  of  that  care.     With  the  passage  of  the 
Social  Security  Act  Amendments  of  1965  which  established  the  Medicare 
and  Medicaid  programs,  nursing  homes  were  required  to  undergo  a 
facility  certification  survey  prior  to  the  receipt  of  reimbursement 
from  either  program. 
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Although  licensure  and  certification  in  Colorado  are  similar  in  many 
ways  (e.g.,  they  use  the  same  survey  process  and  collect  similar 
types  of  information),  their  purposes  and  the  sanctions  associated 
with  them  are  different.     Licensure  mandates  that  a  nursing  home 
meet  minimum  standards  in  order  to  operate.    Regulations  generally 
focus  on  building  structure,  safety  measures,  and  activities  of 
staff  members.    Certification  is  usually  concerned  with  additional 
issues,  such  as  policies  and  practices  associated  with  the  provision 
of  care.    Certification  conditions  of  participation  (in  the  Medicare 
and  Medicaid  programs)  vary  with  the  level  of  care  provided  (i.e., 
skilled  or  intermediate  care).     In  1979,  the  Colorado  Department  of 
Health  published  revised  licensure  requirements  for  review  and  comment 
which  would  substantially  expand  the  scope  of  such  requirements. 
Although  not  yet  implemented  in  1980,  Colorado  licensure  requirements 
should  eventually  be  broader  and  more  stringent  in  all  areas  than 
certification  requirements.    These  developments  are  described  in  Chapters 
II  and  III  of  this  report. 

One  part  of  the  certification  requirements  mandated  in  1975  requires 
that  Medicaid  programs  provide  yearly  medical  care  review  of  all  patients 
receiving  benefits  from  that  program  in  order  to  assure  a  minimum 
quality  of  care.     Implemented  in  1977,  this  review  for  quality  of 
institutional  care  (often  called  periodic  medical  review  or  PMR)  was 
conducted  by  the  Colorado  Department  of  Health  through  March  of  1979. 
In  April  1979,  after  several  years  of  negotiation  and  the  completion  of 
a  demonstration  project,  the  Colorado  Foundation  for  Medical  Care,  here- 
after referred  to  as  the  Professional  Standards  Review  Organization 
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(PSRO),  took  over  responsibility  for  the  Medicaid  quality  of  care 
review  program.     In  early  1980,  the  PSRO  assumed  responsibility  for 
appropriateness  and  adequacy  of  services  review  for  all  Medicare 
patients  as  well.     Chapter  IV  of  this  report  describes  the  historical 
development  and  scope  of  this  review  program  in  greater  detail. 

D.  FRAMEWORK 

In  order  to  fully  describe  each  of  the  Colorado  quality  assurance 
programs,  a  framework  has  been  developed  which  includes  the  major 
components  of  each  program.    These  components  consist  of: 

(1)  history, 

(2)  authority, 

(3)  focus, 

(4)  process, 

(5)  review  criteria,  and 

(6)  sanctions. 

To  better  understand  current  developments,  brief  historical  descrip- 
tions of  each  quality  assurance  program  are  presented.     Next,  information 
pertaining  to  the  authorizing  legislation,  regulations,  and/or 
organizational  agreements  are  described.     Subsequently,  the  focus  or 
goals  of  the  program  are  presented,  and  then  the  specific  review  process 
which  is  intended  to  operationalize  the  goals  is  reviewed.    As  appropriate, 
included  in  the  discussion  of  the  review  process  is  a  description  of  the 
types  of  analyses  used,  the  mechanism  for  review  (record  audit  vs. 
on-site  patient  review),  location  of  and  time  frame  for  the  review,  etc. 
Next,  criteria  used  to  evaluate  the  quality  of  care  are  presented. 
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Finally,  sanctions,  those  available  as  well  as  those  which  have  actually- 
been  used,  are  described.     As  appropriate,  a  brief  discussion  of  each 
component  of  all  programs  is  included. 

All  of  the  data  reported  in  this  paper  were  obtained  from  published 
documents  and  conversations  with  appropriate  nursing  home  and  program 
administrators  and  staff.     Several  members  of  the  Center  staff  who 
actively  participated  in  the  development  of  the  programs  described 
herein  provided  further  information. 


CHAPTER  II 
FACILITY  CERTIFICATION 


A.  INTRODUCTION 

In  order  to  be  "certified"  eligible  to  receive  reimbursement  for 
skilled  nursing  care  rendered  to  Medicare  beneficiaries  and/or 
skilled  or  intermediate  care  provided  to  Medicaid  recipients,  a  nursing 
home  must  meet  certain  "conditions  of  participation"  which  enumerate 
minimal  standards  of  care.    These  conditions  are  generally  based  on 
"structural"  requirements  concerning  the  availability  of  certain  ser- 
vices, educational  requirements  of  the  staff,  minimal  staffing  patterns, 
fire  and  safety  codes,  etc.    Conditions  and  standards  have  been  specified 
for  18  major  areas.    The  standards  which  are  the  basis  for  the  certifi- 
cation of  Colorado  nursing  homes  rendering  intermediate  nursing  care 
to  Medicaid  recipients  are  similar  to,  yet  less  stringent  and  fewer  in 
number  than,  basic  standards  for  skilled  nursing  care.    A  comparison  of 
these  conditions/standards  is  included  as  Appendix  B  of  this  report. 
These  Medicare/Medicaid  conditions  of  participation  are  described  in 
detail  on  the  following  sections.    The  regulations  governing  certifi- 
cation of  skilled  nursing  facilities  are  published  in  the  Code  of 
Federal  Regulations   (US  40  CFR) ,  Title  20,  Chapter  III,  Part  405; 
certification  requirements  of  intermediate  care  facility  services  are 
published  in  the  US  40  CFR,  Title  45,  Chapter  II,  Parts  234-250. 

B.  HISTORY 

Passage  of  the  1967  amendments  to  the  Social  Security  Act  prompted 
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regulations  which  imposed  minimum  requirements  on  nursing  homes  in  order 
to  be  eligible  for  Medicare  and  Medicaid  reimbursement.     These  require- 
ments established  the  Medicare  extended  care  facility  (ECF)  and  the 
Medicaid  skilled  nursing  home  (SNH)  as  an  appropriate  alternative  to 
the  hospital  for  long-term  care  patients.     The  ECF  and  SNH  offered 
post-acute  skilled  nursing  and  rehabilitative  care,  as  opposed  to  the 
medically  intensive  care  available  in  the  hospital  or  the  personal/ 
custodial  care  provided  in  many  nursing  homes. 

To  be  certified,  both  the  ECF  and  SNH  were  required  to  meet  certain 
minimum  requirements  or  standards.     These  requirements  for  certification 
were  termed  "conditions  of  participation."    They  were  an  indication  that 
the  federal  government  was  willing  to  pay  for  specific  services  if  the 
facilities  which  provided  these  services  met  minimum  standards  (Kane,  1979). 

When  Medicare  and  Medicaid  were  implemented,  most  nursing  homes  did  not 
apply  for  certification.     Of  the  more  than  13,000  facilities  which 
potentially  qualified  for  the  two  programs,  only  about  740  were 
eventually  able  to  comply  fully  with  the  conditions  of  participation  by 
July  1967.    That  number  increased  to  almost  1350  by  July  1969  (U.S. 
Congress,  1970).    Another  3400  were  in  substantial  compliance  with  the 
certification  requirements  and  were  certified  conditionally  in  order 
to  increase  the  availability  of  services.     Between  1969  and  1972,  the 
number  of  Medicare-certified  beds  in  participating  facilities  declined 
from  342,000  to  288,000  (USDHEW,  1977). 

In  1972,  the  amendments  to  the  Social  Security  Act  (PL  92-603)  altered 
the  regulations  pertaining  to  the  provision  of  extended  care.  Thereafter, 
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all  Medicare  extended  care  facilities  were  redesignated  skilled  nursing 
facilities  (SNFs).     In  addition,  the  same  level  of  care  covered  by 
Medicaid  was  also  termed  skilled  nursing  care.     Both  were  essentially 
governed  by  the  same  regulations.     During  this  period  of  time,  Congress 
also  authorized  the  Medicaid  program  to  reimburse  for  a  potentially 
less  intensive  level  of  care,  called  intermediate  care.  Nursing 
homes  providing  this  level  of  care  were  called  intermediate  care 
facilities  (ICFs) .    This  level  of  care  was  designed  to  reduce 
institutional  costs  through  reclassification  of  patients  to  a  lower 
level  of  care.     With  the  designation  of  an  additional  level  of  care 
came  the  promulgation  of  a  new  set  of  regulations  to  govern  such  care. 
These  regulations  were  essentially  a  subset  of  those  required  of 
skilled  nursing  facilities  (Shaughnessy,  1978b). 

The  current  Medicare  and  Medicaid  conditions  of  participation  governing 
the  provision  of  both  skilled  and  intermediate  care  have  changed  little 
since  major  revisions  in  1972  and  1974.     Those  changes  which  have 
occurred  are  in  the  areas  of  medical  direction  and  patients'  rights. 
Other  conditions  and  standards  (which  make  up  each  condition)  have 
been  modified  and/or  expanded  in  recent  years  to  elucidate  the  federal 
intent,  but  do  not  constitute  a  significant  change  in  the  scope  of 
the  conditions  of  participation. 

Recent  events  at  the  national  level  have  prompted  newly  proposed 
changes  which  broaden  the  scope  of  the  regulations.     DHEW  audit  reports 
conducted  in  10  states  indicate  widespread  failures  of  the  utilization 
review  standards  to  assure  that  patients  receive  the  appropriate  level 
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of  care  (U.S.  Congress,  1977).    Congressional  reports  indicate  that 
many  Medicaid  patients  have  not  received  the  required  periodic  medical 
review  which  is  intended  to  assure  adequacy  of  care.    Other  reports  have 
noted  noncompliance  with  conditions  of  participation  dealing  with  service 
areas,  life  safety  code  requirements,  and  patients'  rights  (U.S.  Congress, 
1975).    The  result  of  these  investigations  has  been  the  publication  of 
revised  conditions  of  participation  which  are,  at  this  writing,  under- 
going an  extended  review.    The  specific  criteria  contained  within  the 
current  and  proposed  standards  are  discussed  in  Section  F. 

Over  the  years,  Colorado  has  had  a  number  of  facilities  which  did  not 
comply  with  the  conditions  of  participation.     State  authority  to  assure 
adherence  to  the  regulations  has  been  implemented  with  varying  degrees 
of  success.     Early  in  the  history  of  the  Medicare/Medicaid  program, 
Colorado  Department  of  Health  authorities  chose  to  operate  in  a  con- 
ciliatory fashion.    The  intent  was  to  assist  facilities  in  their 
attempts  to  comply  with  the  conditions  of  participation  and  thereby 
avoid  the  subsequent  disruption  of  patient  care  brought  about  by 
decertification.    However,  change  in  the  directorship  of  the  Colorado 
Department  of  Health  in  1975  resulted  in  increased  terminations  of 
certification  and  revocations  of  licenses  to  operate.*    In  1979  a 
new  Executive  Director  redefined  the  purpose  of  enforcement  of  certi- 
fication standards  by  the  Division  of  Licensure  and  Certification, 

*The  Colorado  Department  of  Health  has  continually  taken  the  position 
that  since  certification  requirements  are  less  stringent  than  those 
for  licensure,  decertification  is  grounds  for  revocation  of  a 
nursing  home's  license.    This  situation  is  discussed  in  greater  detail 
in  subsequent  sections  of  this  paper. 
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Colorado  Department  of  Health,  as  intended  to  improve  a  nursing  home's 
ability  to  comply  with  conditions  through  a  cooperative  educational 
process  without  threat  of  closure,  revocation  of  license,  or  termination 
of  certification. 

C.  AUTHORITY 

As  indicated  in  the  previous  section,  authority  for  the  establishment 
of  certification  criteria  (conditions  of  participation)  can  be  found 
in  the  Code  of  Federal  Regulations  (US  40  CFR),  Title  20,  Chapter  III, 
Part  405  and  Title  45,  Chapter  II,  Parts  234-250.     Unlike  licensure, 
certification  is  not  binding  under  penalty  of  law.     Certification  embodies 
regulatory  requirements  which,  if  satisfied,  provide  specific  reimburse- 
ment 'entitlements.     In  other  words,  in  order  to  receive  payment  for 
services  provided  to  Medicare  skilled  nursing  patients  or  to  Medicaid 

skilled  or  intermediate  care  patients,  a  facility  must  be  certified  as 

2 

having  met  the  conditions  of  participation. 

D.  FOCUS 

Facility  certification  focuses  on  structural  requirements  which  are 

3 

considered  prerequisites  to  the  provision  of  quality  care.      Similar  to 
2 

Institutional  accreditation  by  the  Joint  Commission  on  Accreditation 
of  Hospitals  (JCAH)  automatically  certifies  a  hospital  for  participation 
in  the  Medicare/Medicaid  programs.     This  is  not  the  case  for  nursing 
homes.     Hence,  fewer  than  20  nursing  homes  in  Colorado  had  become 
accredited  (meeting  minimum  standards  of  care)  by  the  JCAH  by 
December  31,  1979. 

3 

Recently  published  revisions  extend  certification  criteria  to  include 
standards  which  focus  more  upon  procedural  requirements  (patient 
care  activities),  e.g.,  assessment  of  a  patient's  health  status. 
These  revisions  are  discussed  more  fully  in  a  later  section. 
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those  for  acute  care  facilities,  these  standards  incorporate  minimal 
requirements  regarding  the  physical  structure  of  the  facility,  medical/ 
nursing  administration,  and  the  type  of  staff  coverage.    Within  each 
area  (condition),  standards  are  established.     Since  skilled  nursing 
care  is  intended  to  provide  a  more  intensive  level  of  care  than 
intermediate  care,  the  conditions  of  participation  which  govern  its 
certification  are  more  extensive  than  those  required  for  intermediate 
care  certification.    The  table  found  in  Appendix  B  compares  the 
certification  requirements  for  Medicare/Medicaid  skilled  care  with 
Medicaid  intermediate  care. 

E.     REVIEW  PROCESS 

The  Colorado  Department  of  Health  surveys  nursing  homes  for  Medicare 
and  Medicaid  certification  at  the  same  time,  using  the  same  form  for 
Medicare  or  Medicaid  SNF  review  and  another  for  ICF  review.     Listed  on 
these  forms  is  every  standard  within  each  condition  (of  participation), 
whether  it  was  met,  and  any  relevant  comments.    The  health  department 
conducts  that  review  under  an  agreement  with  the  Health  Care  Financing 
Administration  (HCFA) ,  DHHS,  as  the  agency  authorized  to  perform 
Medicare  certification  surveys  and,  under  a  subcontract  with  the 
Colorado  Department  of  Social  Services,  to  perform  Medicaid  certifi- 
cation reviews.     In  addition,  it  concurrently  surveys  facilities  for 
licensure. 

Each  facility  is  reviewed  annually  by  a  team  composed  of  a  nursing 
home  administrator,  a  registered  nurse,  an  environmentalist  (e.g., 
sanitarian),  and  a  construction  consultant.     In  facilities  where 
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deficiencies  have  been  identified  in  previous  reviews  or  in  nursing 
homes  with  more  than  180  beds,  a  dietician  and  a  medical  records 
administrator  are  added  to  the  review  team.     These  reviews  are  unannounced, 
although  cyclical  patterns  develop  since  agreements  with  HCFA  are  of 
one  year's  duration  and  reviews  must  be  performed  within  30  to  60  days 
of  the  end  of  the  agreement  period  for  certification.     Generally,  in 
smaller  facilities   (fewer  than  120  beds)  review  for  all  three  programs 
(Medicare/Medicaid  SNF  certification,  Medicaid  ICF  certification,  and 
licensure)  is  completed  in  one  day.     One  and  a  half  days  are  necessary 
to  complete  reviews  in  facilities  with  120  to  180  beds,  and  in  larger 
facilities  (more  than  180  beds)  reviews  require  two  days  or  longer. 

Since  there  are  five  separate  survey  teams  for  the  state,  it  is  often 
difficult  to  guarantee  uniformity  on  the  review  process.  Consequently, 
efforts  are  made  to  validate  review  findings  across  the  five  teams  in 
order  to  assure  consistent  application  of  the  criteria.     The  success  of 
this  process  has  been  the  subject  of  much  debate. 

F.  CRITERIA 

With  regard  to  the  criteria  for  certification,  each  nursing  home  must 
meet  all  eighteen  conditions  in  the  certification  requirement.  It 
should  also  meet  each  of  the  standards,  but  sometimes  a  nursing  home 
may  be  out  of  compliance  with  one  or  more  standards  and  still  receive 
certification.     Several  years  ago  there  were  key  standards  which  were 
weighted  more  heavily  than  others.     If  a  facility  was  out  of  compliance 
with  a  key  standard  it  could  not  be  certified,  irrespective  of  its 
status  with  regard  to  other  standards.     These  key  standards  no  longer  exist. 
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There  are  eighteen  criteria  areas  in  the  conditions  of  participation 
for  certification.    Generally,  the  skilled  nursing  standards  include: 

(1)  service  regulations  governing  delivery  of  specialized  rehabilitative 
and  social  services  and  patient  activity  programs; 

(2)  staff  regulation  requiring  education  programs  for  nursing  staff 
related  to  the  care  of  the  aged,  requirements  that  the  Director  of 
Nursing  have  one  year  of  experience  in  nursing  service  administration 
and  experience  or  education  in  geriatric  nursing,  the  requirement 
that  nursing  personnel  be  trained  to  provide  rehabilitative  services; 
and 

(3)  physical  space  regulations,  such  as  the  requirement  that  facilities 
have  distinct  dining  and  patient  activity  areas. 

While  based  on  skilled  nursing  criteria,  intermediate  care  requirements 
in  Colorado  generally  are  intended  to  reflect  a  less  intensive  level  of 
care  (if  viewed  on  a  continuum  from  skilled  to  intermediate  to  personal 
care)  which  may  be  provided  by  licensed  practical  nurses  and  aides  for 
the  most  part,  rather  than  registered  professional  nurses. 

Current  discussions  regarding  revision  of  the  certification  requirements 
for  SNFs  and  ICFs  focus  upon  the  addition  of  several  conditions.  One 
which  has  been  drafted  adds  a  requirement  for  respiratory  therapy  services. 
It  describes  requirements  for  physician  orders,  staffing  requirements, 
and  equipment  and  policies  if  respiratory  therapy  is  provided  by  the 
facility.     Another  condition  of  participation  currently  under  discussion 
concerns  patient  care  management.     This  condition  requires  the  periodic 
assessment  of  each  patient's  condition,  his  needs,  care  received,  and 
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recommendations  for  future  treatment.     A  detailed  assessment  at  the  time 
of  admission  which  includes  descriptive  information  about  the  patient's 
social  condition,  diagnoses,  physical  impairments,  functional  status, 
psychosocial  behavior,  etc.,  is  required.     In  addition,  a  discharge  plan 
for  each  patient  for  whom  there  is  discharge  potential  and  a  written 
individualized  patient  care  plan  which  is  reviewed  and  revised  no  less 
often  than  quarterly  are  also  required. 

Like  many  other  states,  Colorado  originally  had  intended  to  have  the 
patient  assessment  portion  of  the  revised  conditions  of  participation 
in  place  prior  to  implementation  of  the  new  certification  requirements. 
In  hopes  that  HCFA  would  "grandfather"  existing  state-mandated  patient 
assessment  programs,  proposed  Colorado  licensure  standards  include 
patient  assessment  as  a  condition  of  licensure.     (See  Appendix  D  for 
examples  of  these  proposed  standards.)    The  PSRO  agreed  to  implement 
and  monitor  patient  assessment  requirements  in  nursing  homes  as  part  of 
its  medical  review  process.    As  of  September  1980,  neither  the  licensure 
changes  nor  the  PSRO  review  program  had  been  implemented. 

G.  SANCTIONS 

If  deficiencies  are  noted  during  the  survey  process,  action  may  be  as 
gentle  as  a  letter  of  reprimand,  or  as  dramatic  as  "summary  action," 
which  requires  immediate  closure  of  a  facility.     Between  these  extremes 
are  several  more  commonplace  alternatives.     First,  a  facility  may  be  out 
of  compliance  with  several  of  the  standards  in  the  conditions  of  partici- 
pation and  still  receive  certification.     It  is  up  to  the  discretion  of 
the  survey  team,  with  review  from  the  department  when  necessary,  to 
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determine  whether  a  facility  is  in  substantial  compliance  with  the 
condition  of  participation  even  though  some  of  the  standards  specified 
within  each  condition  (or  factor  within  each  standard)  are  not  met. 
The  facility  then  receives  certification  based  upon  the  degree  to 
which  substantial  compliance  and  deficiencies  are  noted.    The  nature 
of  the  deficiencies  is  transmitted  in  written  form  to  HCFA  and  the 
state  Medicaid  agency,  with  a  date  specified  for  cancellation  of  the 
certification  if  deficiencies  are  not  corrected.     Plans  of  action 
for  correction  of  deficiencies  are  developed  by  the  facility  itself, 
with  the  review  of  the  certification  department.    At  the  time  of  the 
survey,  a  summary  statement  of  deficiencies  is  reviewed  with  the 
facility  and  a  written  "Statement  of  Deficiencies  and  Plan  of  Correction" 
is  left  with  the  facility  to  assist  in  the  development  of  corrective 
action  plans  for  each  specific  deficiency  specified.     If  the  Colorado 
Department  of  Health  approves  the  plan  of  correction,  copies  are  trans- 
mitted to  HCFA  and  the  Colorado  Department  of  Social  Services  for  their 
review. 

Survey  teams  visit  each  facility  approximately  one  month  before  the 
final  date  for  correction  of  deficiencies  in  order  to  review  progress. 
If  the  deficiencies  have  been  removed  at  that  time,  notification  is 
transmitted  to  HCFA  and  the  Colorado  Department  of  Social  Services 
Medicaid  agency  to  cancel  the  termination  of  certification.     If  the 
deficiencies  have  not  been  corrected  at  that  time,  the  survey  team 
discusses  potential  action  with  the  facility  and  plans  a  final  visit 
within  several  days  of  the  cancellation  date.     If  deficiencies 
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are  not  corrected,  the  cancellation  date  is  upheld  and  the  certification 
is  terminated.^ 

If  certification  is  terminated,  action  will  also  be  taken  to  revoke  the 
license  of  the  facility.     Essentially,  this  implies  that  the  facility 
can  no  longer  provide  nursing  home  care.     If  the  Colorado  Department  of 
Health  terminates  certification  of  a  nursing  home,  a  form  is  transmitted 
to  the  Medicare  and/or  Medicaid  agency  immediately  upon  discontinuance 
of  certification.     The  result  is  an  immediate  cessation  of  all  federally 
reimbursed  payments  to  that  facility.     In  the  case  of  Medicare  reimburse- 
ment, all  payments  to  the  facility  in  question  are  discontinued  immediately 
In  the  case  of  Medicaid  reimbursement,  payments  to  the  nursing  home 
continue  until  final  adjudication  of  the  certification  termination  appeals 
process.     Payment  continues  because  Colorado  law  entitles  the  facility  to 
a  hearing  in  reference  to  the  revocation  of  either  certification  or 
licensure.     This  includes  a  potentially  lengthy  appeals  process.  Inter- 
pretation of  the  due  process  requirement  in  Colorado  law  results  in  the 
continued  placement  of  Medicaid  beneficiaries  in  nursing  homes  when 
certification  has  been  terminated.     This  occurs  partly  because  licensure 
cannot  be  revoked  nor  Medicaid  certification  terminated  in  Colorado 
without  the  right  to  appeal . 

Federal  regulations  currently  provide  no  allowance  for  due  process 
requirements  of  the  states.  The  result  is  that  the  state  Medicaid 
agency  (in  the  Colorado  Department  of  Social  Services)  continues  to 

4 

Nursing  home  deficiencies  may  be  noted  during  the  PSRO  medical/utili- 
zation review  process  and  brought  to  the  attention  of  the  PSRO  Steering 
Committee.    The  Department  of  Health  has  indicated  it  may  also  use 
this  information  to  institute  termination  proceedings. 
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reimburse  for  patients  placed  in  facilities  which  are  no  longer 
certified.     The  continued  stay  of  patients  lasts  until  final  adjudica- 
tion of  the  hearing  process.     If  the  facility  loses  through  the  appeals 
process  and  its  certification  revocation  is  upheld,  the  state  Medicaid 
agency  finds  itself  legally  financially  liable  to  reimburse  HCFA  for 
the  federal  portion  of  the  payment  to  the  nursing  home.     In  the  case 
of  one  facility  where  the  appeals  process  is  now  in  its  third  year,  the 
state  Medicaid  agency  is  at  potential  risk  to  reimburse  the  federal 
government  for  several  hundred  thousand  dollars.     Often  when  appeal 
processes  occur,  the  state  Medicaid  agency  enters  into  an  agreement 
with  the  facility  in  question,  whereby  the  facility  agrees  to  reimburse 
Colorado  for  the  portion  of  its  reimbursement  which  is  derived  from 
federal  funds  and  must  be  repaid  upon  final  adjudication  of  the  case 
against  the  facility.     Because  excess  funds  are  not  readily  available, 
the  impact  on  patient  care  as  a  result  of  this  situation  could  be 
substantial.     It  is  likely  that  nursing  home  monies  used  for  care  would 
be  reduced  to  make  the  payments.     Fortunately,  to  date,  no  such  pay- 
ments have  been  necessary.     Should  the  situation  arise,  it  is  probable 
that  additional  litigation  would  take  place.     The  result  may  be  many 
years  of  legal  maneuvers  before  any  settlement  occurs. 

In  June  1979,  the  U.S.  Senate  Finance  Committee  added  an  amendment  to 
the  Medicare/Medicaid  amendments  to  the  Social  Security  Act  which  gave 
the  Secretary  of  DHEW  authority  to  impose  intermediate  sanctions,  rather 
than  decertification.     Such  sanctions  could  be  invoked  when  a  facility 
is  out  of  compliance  with  the  conditions  of  participation,  under  the 
assumption  that  the  violations  do  not  jeopardize  the  health  or  safety 
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of  patients.    A  similar  provision  is  included  in  President  Carter's 
amendments  before  the  House  Ways  and  Means  Subcommittee  on  Health.  This 
recognizes  that  the  only  available  option  to  a  state,  when  it  discovers 
violations  of  certification  requirements,  is  the  termination  of  certifi- 
cation.   This  is  often  viewed  as  a  severe  punishment,  a  difficult  and 
time-consuming  process  to  carry  out,  and  potentially  damaging  to  patient 
status.    Consequently,  facilities  continue  to  provide  care  until  viola- 
tions become  so  pervasive  that  the  decertification  is  an  appropriate 
sanction. 


CHAPTER  III 
FACILITY  AND  PROFESSIONAL  LICENSURE 


A.  INTRODUCTION 

The  licensure  of  health  professionals  and  the  institutions  in  which 
they  provide  care  is  a  basic  quality  assurance  mechanism  found  in 
most  health  care  settings.     Both  professional  and  institutional  licen- 
sure occurs  primarily  at  the  state  level  and  is  intended  to  insure  a 
minimal  level  of  professional  competence  and  basic  institutional 
capacity.     It  is  the  process  by  which  an  agency  of  government  grants 
permission  to  persons  or  organizations  meeting  predetermined  qualifi- 
cations to  engage  in  a  given  occupation  or  provide  given  services 
(Welch,  1976;  Shaughnessy,  1978a). 

B.  HISTORY 

1 .     Professional  Licensure 

Professional  licensure  of  physicians  was  first  adopted  by  the  State  of 
New  York  in  the  late  1700s.     State  licensure  of  physicians  expanded  to 
surrounding  states  in  the  following  years,  but  when  medical  societies 
were  organized,  some  were  granted  powers  to  license  physicians  by  their 
own  examination  process.     By  the  early  1800s,  educational  institutions 
came  to  power;  and  they  too  wanted  to  grant  licensure  status.     Thus  in 
1803,  either  a  Harvard  medical  degree  or  a  license  issued  by  the 
Massachusetts  Medical  Society  qualified  a  person  for  medical  practice 
in  that  state.     The  primary  impetus  for  the  licensure  of  physicians 
was  the  formation  of  the  AMA  immediately  prior  to  1900.  Licensure 
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policy  of  other  health  professionals,  such  as  nurses  and  physical 
therapists,  followed  in  the  path  of  physician  licensure.     The  directive 
to  license  nursing  home  administrators  came  from  the  passage  of  the 
Kennedy  Amendment  to  the  1967  Social  Security  Amendment  which  required 
that  states  develop  programs  for  the  licensure  of  nursing  home  administra- 
tors by  1970  in  order  to  be  eligible  for  the  receipt  of  Medicaid  funds. 
Since  that  time,  the  Colorado  Department  of  Regulatory  Agencies  has 
administered  the  rules  and  regulations  pertaining  to  the  Nursing  Home 
Administrators  Act  which  established  minimum  requirements  for  the 
licensure  of  nursing  home  administrators. 

2.     Facility  Licensure 

State  licensure  of  hospitals  began  in  the  1930s  but  did  not  immediately 
impact  the  nursing  home  industry.    Although  nursing  home  licensure  laws 
existed  in  some  states  prior  to  1950,  the  uniform  licensure  of  nursing 
homes  was  the  result  of  the  1950  amendments  to  the  Social  Security  Act 
which  called  for  nursing  home  licensure  as  a  condition  of  participation 
in  the  Old  Age  Assistance  Program.     Since  that  time,  all  states  have 
required  nursing  homes  to  be  licensed  in  order  to  provide  long-term 
care.    Authority  to  license  these  facilities  has  been  vested  in  the 
Colorado  Department  of  Health  for  more  than  thirty  years  by  virtue  of 
Colorado  statute. 

C.  AUTHORITY 

1.     Professional  Licensure 


In  Colorado,  authority  to  license  nursing  home  administrators  has  been 


24 


vested  in  the  Colorado  Department  of  Regulator  Agencies  since  the 
early  1970s  when  the  Nursing  Home  Administrators  Act  was  passed  by 
the  legislature.    The  Act  specifies  minimum  requirements/prerequisites 
with  regard  to  overall  moral  character  and  administrative/managerial 
practices. 

2.    Facility  Licensure 

Authority  to  license  health  facilities  has  been  the  responsibility  of 
the  Colorado  Department  of  Health  since  1950  through  public  health 
statutes.     Licensure  differs  from  Medicare/Medicaid  certification  since 
each  nursing  home  must  be  licensed  for  a  specific  number  of  beds  and  at 
a  particular  level  of  care  in  order  to  be  allowed  to  treat  patients. 
If  the  facility  wishes  to  alter  the  level  of  care  provided,  it  cannot 
do  so  without  the  approval  of  the  Colorado  Health  Facilities  Council 
(the  state  certificate  of  need  review  body)  if  the  proposed  change 
increases  the  number  of  higher  level  beds,  e.g.,  from  intermediate  to 
skilled. 

D .  FOCUS 

1 .     Professional  Licensure 

As  in  most  states,  the  nursing  home  administrator  is  the  only  health 
facility  administrator  required  to  be  licensed  by  the  State  of  Colorado, 
including  both  hospital  and  ambulatory  care  center  administrators. 
Requirements  for  the  licensure  of  nursing  home  administrators  include 
the  demonstrated  ability  to  manage  the  facility  and  to  exhibit  an  under- 
standing of  patient  care  practices.     Professional  licensure,  in  theory, 
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is  intended  to  assure  minimum  quality  of  services.     Thus,  in  the  nursing 
home,  licensure  pervades  both  the  provision  of  care  and  the  administration 
of  the  facility. 

2.     Facility  Licensure 

Colorado  licensure  laws  for  nursing  homes  cover  minimum  requirements  for 
patient  care,  environmental  conditions,  personnel  staffing  patterns, 
etc.    As  indicated  in  the  preceding  chapter,  current  Colorado  licensure 
requirements  are  stronger  than  certification  requirements  in  several 
areas,  including  social  services,  dental  services,  and  requirements  of 
minimum  number  of  nursing  hours  per  patient  day.    They  are  less  stringent 
than  certification  requirements  with  respect  to  medical  direction  and 
life  safety  codes.     Revisions  of  licensure  standards  for  Colorado  are 
currently  under  discussion  and,  if  implemented,  would  make  licensure 
requirements  substantially  stronger  than  those  for  certification  in 
Colorado.     Examples  of  both  the  current  and  proposed  licensure 
requirements  are  included  in  Appendices  C  and  D. 

E.     REVIEW  PROCESS 

1.     Professional  Licensure 

All  applicants  for  licensure  must  complete  a  licensing  exam  which 
includes  both  a  national  and  a  Colorado  section.  Reciprocity 

provisions  exist  which  recognize  individuals  licensed  in  other  stated, 

/ 

provided  the  original  issuing  state  requires  similar  qualifications. 
Individuals  who  have  obtained  a  master's  degree  level  of  education  in 
a  health-care  related  field  may  be  exempt  from  an  administrative 
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internship  program  requirement,  but  must  pass  both  portions  of  the 
licensure  examination.     Licenses  are  issued  by  the  Board  of  Nursing 
Home  Administrators,  which  is  administered  by  the  Colorado  Department 
of  Regulatory  Agencies,  for  a  term  of  two  years.     Upon  expiration, 
licensed  administrators  must  reapply  to  the  Board  and  provide  such 
information  as  is  requested  relevant  to  the  licensure  application. 

2 .     Facility  Licensures 

The  review  process  for  licensure  of  facilities  is  completed  concurrently 
with  the  certification  review  process  which  was  described  in  the  pre- 
ceding chapter. 

F.  CRITERIA 

1 .     Professional  Licensure 

Requirements  for  licensure  of  nursing  home  administrators  include  a 
minimum  of  two  years  of  college  education  or  two  years  of  administrative 
experience  in  a  nursing  home  (or  related  health  care  program)  in  lieu 
of  each  year  of  college  requirement  not  completed.    Applicants  who  have 
not  obtained  a  master's  degree  must  complete  an  administrative  intern 
program  sanctioned  by  the  Colorado  Department  of  Regulatory  Agencies. 
This  is  essentially  a  one  year  preceptorship  program  which  allows  the 
applicant  to  take  the  licensing  exam  at  the  end  of  the  program. 

The  exam  contains  two  parts;  their  intent  is  to  assure  minimal  proficiency 
in  the  practice  and  knowledge  of  applicable  rules  of  health  and  safety 
within  the  nursing  home  setting  in  general  and  in  Colorado  in  particular. 


27 


The  examination  includes  the  principles  of  administration;  medical, 
social,  and  psychological  aspects  of  therapeutic  care;  federal,  state, 
and  local  laws;  and  rules  and  regulations  with  regard  to  the  administra- 
tion of  a  nursing  home. 

In  addition  to  completing  the  exam  successfully,  individuals  who 
receive  licenses  must  meet  minimum  standards  with  regard  to  moral 
character.     These  standards  exclude  individuals  who  have  been  con- 
victed of  a  felony  or  misdemeanor,  violated  provisions  of  licensing 
regulations,  failed  to  exercise  reasonable  supervision  over  activities 
or  nursing  home  personnel,  or  discriminated  against  patients  or  staff 
on  the  basis  of  sex,  race,  religion,  or  color. 

Continuing  education  requirements  include  the  demonstration  of  satis- 
factory completion  of  48  hours  of  Board-approved  continuing  education 
programs  during  the  period  since  the  previous  issuance  of  a  license. 
A  more  specific  discussion  of  requirements  for  nursing  home  administrator 
licensure  can  be  found  in  a  pamphlet  published  by  the  Department  of 
Regulatory  Agencies,  entitled  "Colorado  Board  of  Examiners  of  Nursing 
Home  Administrators  Act  Rules  and  Regulations,  Effective  January  1,  1979." 

2 .     Facility  Licensure 

As  noted,  facility  licensure  requirements  in  Colorado  are  already 
more  stringent  than  those  for  certification.     Requirements  for  Nursing 
Care  Facility  (SNF)  and  ICF  licensure  in  Colorado  include,  for  example, 
appropriate  professional  accreditation,  minimum  staffing  ratios,  and 
liberal  space  requirements. 


28 


Should  proposed  alterations  in  the  Colorado  licensure  standards 
for  nursing  homes  be  adopted,  licensure  requirements  would  be  among 
the  strongest  in  the  nation.    The  proposed  standards  are  significantly 
more  detailed,  extensive,  and  stringent  with  respect  to  patient 
care  activities  and  environmental  requirements  than  previous  licensure 
standards.     Proposed  changes  will  increase  nurse  staffing  requirements 
from  2  hours  of  nursing  care  per  resident  day  to  2.5  hours  of  nursing 
care  per  day.     In  addition,  proposed  standards  stipulate  that  residents 
with  particular  patient  care  needs  (a  list  of  which  is  detailed  in  the 
standards  and  includes  those  patients  with  urinary  catheters,  decubitus 
ulcers,  and  excess  confusion)  receive  a  minimum  of  four  hours  of 
nursing  care  per  24  hours.     The  proposed  licensure  standard  with 
respect  to  nursing  care  requires  that  a  patient  assessment  be  performed 
within  14  days  of  admission  on  all  nursing  home  residents.  The 
assessment  is  to  include  physical,  psychosocial,  functional  capacity, 
etc.  and  should  be  performed  at  least  annually.    Proposed  standards 
will  conform  to  PSRO  medical  review  requirements  in  order  to  avoid 
duplication  of  effort. 

Several  miscellaneous  modifications  have  been  recommended.  Personal 
hygiene  and  grooming  standards  are  detailed  in  the  proposed  changes, 
as  are  requirements  for  psychosocial  care.     Specific  rehabilitative 
nursing  care  procedures  are  specified  for  patients  with  decubitus 
ulcers,  incontinence,  or  urinary  catheters.     The  new  standards 
require  that  each  facility  provide  a  full-time  employee  as  an  activities 
coordinator  and  a  staff  social  worker  to  perform  full-time  social  work 
service.     Detailed  specifications  can  be  found  in  the  proposed  changes 
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with  regard  to  the  physical  environment  of  the  facility. 

Potential  impact  of  such  standards  on  the  nursing  home  industry, 
patient  care,  or  the  cost  of  care  is  yet  unknown.     Whether  or  not  the 
Colorado  legislature  is  willing  to  increase  reimbursement  to  cover  the 
added  cost  of  such  standards  will  be  decided  in  future  legislative 
sessions . 

Final  revision  of  the  proposed  standards  will  be  completed  after  all 
comments  have  been  reviewed.     It  is  probable  that  the  implemented 
licensure  standards  will  fall  somewhere  between  the  current  and  the 
proposed  standards.     In  any  case,  the  result  will  be  that  licensure 
standards  for  Colorado  facilities  will  be  substantially  higher  than  the 
standards  for  certification.     Consequently,  any  facility  which  meets  the 
standards  for  licensure  will  generally  meet  certification  requirements. 

G.  SANCTIONS 

1 .  Professional  Licensure 

Should  an  administrator  fail  to  comply  with  requirements,  his  license 
may  be  revoked  or  suspended  by  the  Board  for  an  indefinite  period  until 
such  time  as  he  can  demonstrate  compliance  with  Board  requirements. 
During  that  time  he  may  not  act  independently  as  a  nursing  home  adminis- 
trator with  major  management  responsibilities. 

2.  Facility  Licensure 

Sanctions  used  by  the  Colorado  Department  of  Health  for  revocation  of 
license  are  essentially  the  same  as  those  for  termination  of  certification, 
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especially  since  the  Department  has  taken  the  administrative  position 
that  efforts  to  sanction  a  facility  will  always  be  attempted 
concurrently  for  the  two  programs.     Consequently,  the  discussion  of 
certification  sanctions  is  relevant  here. 


CHAPTER  IV 
QUALITY/UTILIZATION  REVIEW 


A.  INTRODUCTION 

In  order  to  meet  Medicare  certification  requirements,  nursing  homes  must 
meet  standards  regarding  utilization  review.     In  addition,  all  nursing 
homes  participating  in  the  Medicaid  program  must  meet  separate  certifi- 
cation standards  which  require  medical  review  for  quality  of  care  and 
independent  professional  review  under  Medicaid  utilization  review 
requirements . 

Certification  requirements  vary  both  in  terms  of  programmatic  emphasis 
and  the  locus  of  responsibility  for  the  conduct  of  the  review.  Medicare 
certification  requires  that  skilled  nursing  facilities  conduct  internal 
utilization  review  and  medical  care  evaluation  studies  in  addition  to 
continued  stay  review,  unless  a  designated  PSRO  has  been  authorized  to 
perform  binding  review.     Medicaid  certification  requires  periodic 
on-site  visits  to  each  recipient  of  skilled  nursing  services  and  an 
independent  review  of  all  patients  provided  intermediate  care  services. 
The  reviews  not  conducted  internally  are  conducted  by  the  Colorado 
PSRO  Office  of  Long-Term  Care.    The  PSRO  long-term  care  review  system, 
which  was  implemented  in  early  1979  for  all  Medicaid  nursing  home 
beneficiaries,  supersedes  Medicaid  requirements  for  preadmission 
certification,  utilization  and  medical  review.     Medicare  review,  which 
began  in  September  1979,  was  permanently  implemented  in  January  1980  by 
the  PSRO.     Called  binding  review,  it  obviates  the  need  for  utilization 
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review  in  Medicare  certified  facilities.     This  chapter  describes  the 
several  programs  in  operation  or  under  development  by  the  Colorado 
PSRO  as  of  late  1979.     A  few  slight  modifications  to  the  programs, 
especially  in  the  area  of  data  collection,  have  been  made  since  that 
time.    Every  effort  has  been  made  to  identify  the  important  changes. 
Yet,  in  order  to  maintain  clarity  and  consistency  in  this  document, 
the  narrative  focuses  primarily  on  the  PSRO  program  as  of  the  end  of 
1979. 

B.  HISTORY 

Current  PSRO  long-term  care  review  programs  incorporate  both  utilization 
review  and  quality  assurance  programs.    While  quality  assurance,  based 
upon  quality  assessment,  and  utilization  review  programs  have  different 
objectives,  they  are  similar  in  the  manner  in  which  they  are  operated. 
Essentially,  quality  assurance  programs  are  directed  at  an  assessment 
of  the  quality  of  care  provided  while  the  utilization  review  programs 
involve  the  monitoring  of  health  care  use  for  the  general  purpose  of 
cost  containment.    Yet,  certain  procedures  which  involve  assignment 
of  patient  placement  to  appropriate  levels  of  care  or  services  are 
common  to  both  types  of  programs.     Such  procedures  have,  at  times, 
resulted  in  concurrent  operation  of  the  two  types  of  efforts.  In 
addition,  both  have  been  affected  by  the  dual  approaches  taken  by 
the  federal  government  toward  quality  of  care  programs.    One  approach 
has  been  external  regulation  through  certification/ licensure  and  the 
other  has  been  internal  peer  review  activities.     Thus,  the  histories 
of  utilization  review  and  quality  assurance  are  greatly  intertwined 
(Kane,  1979). 
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The  regulatory  history  of  quality  assurance/utilization  review  programs 
stems  from  congressional  passage  of  PL  92-223  in  1971  which  created  the 
level  of  intermediate  care  (provided  by  ICFs).     In  1972,  PL  92-603 
upgraded  requirements  for  ICFs  which  were  henceforth  required  to  meet 
federal  certification  standards  similar  to  those  for  Medicare  SNFs. 
In  addition  to  SNF  certification  requirements,  Medicaid  certification 
required  that  SNF  patients  undergo  independent  quality  of  care  review 
by  a  physician  to  assess  the  appropriateness  of  the  continued  provision 
of  skilled  care,  and  that  each  ICF  patient  be  reviewed  in  a  similar, 
although  less  extensive  manner.     These  review  (PMR)  requirements 
eventually  resulted  in  the  Colorado  Department  of  Social  Services 
contracting  with  the  Colorado  Department  of  Health  to  perform  annual 
on-site  inspections  at  each  nursing  home.     These  duties  were  later 
assumed  by  the  Colorado  PSRO,  an  organization  which  was  the  result  in 
part  of  the  peer  review  approach  to  quality  assurance  which  was  pro- 
moted by  Congress . 

Nursing  home  quality  assurance  and  utilization  review  programs  have 
their  early  bases  in  the  Foundations  for  Medical  Care  developed 
for  acute  care  review  in  the  early  1960s.     In  the  early  '70s,  the 
National  Center  for  Health  Services  Research  funded  the  Experimental 
Medical  Care  Review  Organization  (EMCRO)  program  which  formed  the 
prototype  of  physician- administered  peer  review  on  an  area-wide  basis. 
Several  of  the  early  Foundations  were  designated  EMCRO  programs. 
The  Colorado  Foundation  for  Medical  Care  (referred  to  as  the  Colorado 
PSRO)  was  one  of  these  early  programs.     Senator  W.  Bennett  of  Utah 
introduced  an  amendment  in  1972  to  the  Social  Security  Act  which  when 
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passed  expanded  the  EMCRO  programs  to  become  the  basis  for  peer  quality 
assurance  and  utilization  review.    The  passage  of  these  amendments, 
known  as  PL  92-603,  established  the  Professional  Standards  Review 
Organizations  (PSROs) .     It  is  appropriate  to  note  that  even  in  the  early 
1970s  when  the  Colorado  PSRO  was  an  EMCRO,  long-term  care  review  in 
nursing  homes  was  a  major  thrust  of  the  program. 

The  main  purpose  of  PSROs  as  stated  in  the  enabling  legislation  was 
to  assure  that  publically  financed  health  services  (of  all  types) 
were  medically  necessary,  appropriate,  and  of  acceptable  quality 
(Kane,  1975).     In  the  early  years,  because  of  escalating  hospital  costs, 
PSRO  review  programs  focused  on  reducing  inappropriate  hospital 
utilization  and  costs.     In  1976,  however,  the  general  counsel  of 
DHEW  interpreted  the  regulations  regarding  PSRO  status  in  such  a  way 
that  the  conduct  of  long-term  care  review  in  nursing  homes  was  a 
prerequisite  for  a  PSRO  to  move  beyond  conditional  to  operational  status 
where  it  could  perform  binding  review.    At  the  same  time,  the  Bureau  of 
Quality  Assurance  (BQA) ,  now  the  Health  Standards  and  Quality  Bureau  in 
HCFA,  funded  15  PSRO  demonstration  projects  in  order  to  develop  more 
fully  the  area  of  long-term  care  review.    Ten  of  the  15  projects  were 
broad-based  programs  which  served  as  forerunners  of  current  PSRO 
activities  in  nursing  homes.     Primarily  because  of  its  long  involvement 
in  nursing  home  quality  assurance,  the  Colorado  PSRO  received  one  of 
these  grants. 

In  1977,  the  passage  of  PL  95-142  (the  Medicare  and  Medicaid  Anti-Fraud 
and  Abuse  Amendments)  prompted  the  joining  of  the  peer  review  and  the 
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regulatory  approach  to  quality  assurance  by  the  issuance  of  federal 
guidelines  allowing  PSRO  review  to  supersede  the  existing  Medicare/ 
Medicaid  quality/utilization  review  requirements  in  certain  instances. 
It  remained  unclear  until  1978  whether  PSRO  review  would  indeed 
substitute  for  the  required  reviews,  when  a  memorandum  was  issued  which 
clarified,  in  the  case  of  ICF  patients,  that  the  state  Medicaid  programs 
may,  but  are  not  required  to,  transfer  their  authority  to  the  PSRO. 
The  extent  to  which  Medicaid  agencies  transfer  their  authority  depends, 
in  part,  on  the  expertise  and  historical  development  of  nursing  home 
review  in  their  state.     Hence  in  1978,  the  Colorado  Department  of 
Social  Services  entered  into  an  agreement  with  the  Colorado  PSRO  to 
perform  (legally)  binding  medical  review  for  all  Medicaid  SNF  and  ICF 
patients  beginning  in  January  1979.     This  review  was  eventually  imple- 
mented three  months  later  in  March  1979.     The  PSRO  also  agreed  to  perform 
Medicare  utilization  review  activities  for  HCFA,  DHEW.  Non-binding 
Medicare  review  began  in  September  1979  and  became  binding  in  January  of 
1980.     Review  of  Class  II  and  III  facilities  is  expected  to  begin  in 
late  1980  under  contract  to  the  Colorado  Department  of  Institutions. 

C.  AUTHORITY 

PSROs  were  given  the  mandate  to  perform  binding  review  of  utilization 
and  quality  of  care  of  all  Medicare  and  Medicaid  nursing  home  patients 
under  PL  95-142  in  1977.     This  represents  the  implementation  of  responsi- 
bilities originally  mandated  in  1972  under  PL  92-603  which  called  for 
PSROs  to  assume  responsibilities  for  the  review  of  the  professional 
activities  of  physicians,  other  health  care  providers,  and  institutional 
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providers  receiving  payment  under  the  Social  Security  Act.    The  1972 
legislation  authorizes  PSROs  to  assume  responsibility  for  review  in 
SNFs  and  the  1977  legislation  authorizes  them  to  review  ICFs  if  the 
state  Medicaid  agency  so  requests.    These  amendments  specify  that  if 
the  PSRO  is  to  assume  review  responsibility,  its  review  is  binding 
for  payment  purposes  and  other  review  activities  (utilization  review 
and  periodic  medical  review)  not  be  required.     If  the  designated  PSRO 
performs  its  review  functions  in  nursing  homes,  the  state  Medicaid  agency 
is  divested  of  all  financial  and  legal  responsibility  for  that  review. 
The  responsibility  then  rests  with  the  PSRO  as  the  direct  contracting 
agent  with  HCFA  which  provides  all  funding  for  the  review  program. 
This  relationship  is  significantly  different  from  the  prior  situation 
since  the  Colorado  Department  of  Social  Services  subcontracted  with 
the  Colorado  Department  of  Health  to  perform  periodic  medical  review  in 
order  to  fulfill  the  Medicaid  agency's  legal  responsibility  for  that 
review.    At  that  time  the  legal  and  financial  responsibility  for  the 
adequacy  of  the  review  was  retained  by  the  Medicaid  agency,  although 
HCFA  funded  approximately  75  percent  of  the  cost  of  the  review. 

As  mentioned  previously,  the  PSRO  currently  performs  Medicare  utilization 
review  activities  under  an  agreement  with  the  Medicare,  HCFA  regional 
office.     Binding  review  began  in  January  1980,  thus  relieving  nursing 
homes  of  this  responsibility. 

D .  FOCUS 

Section  1155  (a)   (1)  of  PL  95-142  specifies  three  objectives  for  PSRO 
long-term  care  review  activities.     They  are: 
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(1)  to  assure  the  medical  necessity  of  admissions  to  and  continued 
stay  in  long-term  care  facilities, 

(2)  to  assure  that  eligible  patients  in  long-terra  care  facilities 
are  certified  for  a  level  of  care  appropriate  to  their  needs,  and 

(3)  to  assure  that  the  services  provided  to  Medicare,  Medicaid,  and 
Maternal  and  Child  Health  Program  beneficiaries  in  long-term 
care  facilities  meet  professionally  recognized  standards  of  care. 

Review  can  be  completed  prior  to  admission  (called  preadmission 
certification),  while  the  patient  is  institutionalized  (referred  to 
as  concurrent  review),  or  after  the  patient  has  been  discharged  from 
the  nursing  home  (called  retrospective  review). 

The  Colorado  PSRO  has  established  ten  specific  objectives  of  its 
nursing  home  review  program.    Activities  related  to  these  objectives 
include  the  following: 

(1)  Review  the  necessity  for  initial  placement,  assess  possibility 
for  alternative  placement,  and  establish  the  appropriate  level 
of  care. 

(2)  Review  the  necessity  for  continued  stay. 

(3)  Review  the  quality  of  care  provided. 

(4)  Review  the  adequacy  and  quality  of  support  services  (ancillary 
services) . 

(5)  Review  the  adequacy  of  institutional  quality  assurance  programs. 

(6)  Provide  constructive  (non-punitive)  action. 

(7)  Encourage  and  support  facilities  to  assume  responsibility  for 
the  residents  they  accept. 
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(8)  Develop  and  facilitate  collaboration  among  providers  and  state  and 
federal  agencies. 

(9)  Provide  a  mechanism  for  identifying  and  correcting  underlying 
problems  which  potentially  reduce  the  quality  of  care. 

(10)     Reduce  cost,  consistent  with  the  maintenance  of  requisite  quality 
of  care. 

E.     REVIEW  PROCESS,5  CRITERIA,  AND  SANCTIONS 

There  are  five  components  to  the  Colorado  PSRO  Review  program.     They  are 

(1)  readmission  certification  review, 

(2)  continued  stay  review, 

(3)  quality  of  care  review, 

(4)  adequacy  of  professional  support  services  review,  and  the 

(5)  facility  quality  of  care  assessment  program. 

The  purpose  and  scope  of  each  component  is  summarized  here. 

Preadmission  certification  review  is  conducted  for  all  Medicare/ 
Medicaid  admissions  and  is  intended  to  determine  the  medical  necessity 
of  the  placement  and  the  appropriate  level  of  care  (SNF  or  ICF) . 

Continued  stay  review  is  conducted  for  all  new  Medicare/Medicaid 
admissions  to  nursing  homes  prior  to  the  expiration  of  the  length  of 


Most  of  the  information  presented  in  this  section  was  obtained  from 
PSRO  internal  working  documents  current  through  late  1979.    All  data 
collection  forms  referenced  as  examples  in  this  section  were  current 
at  that  time.     Only  slight  modifications  in  the  procedures  and  forms 
have  taken  place  since  then.     They  are  noted  as  appropriate  in  the 
text. 
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stay  assigned  at  time  of  preadmission  review.     It  is  an  in-depth 
assessment  of  the  medical  necessity  for  placement,  the  appropriateness 
of  the  care  provided  by  the  particular  facility,  and  the  quality  of 
that  care. 

The  quality  of  care  portion  of  the  review  process  is  intended  to 
evaluate  the  appropriateness  and  quality  of  several  aspects  of  care 
provided  to  Medicare/Medicaid  patients,  and  is  composed  of  two  types 
of  review:     a  broad  screen  and  the  in-depth  (focused)  review. 

The  broad  screen  review  for  adequacy  of  professional  support 
services ,  including  physical  therapy,  occupational  therapy,  pharmacy, 
dietary  services,  etc.,  is  performed  concurrently  with  the  quality  of 
care  broad  screen. 

The  final  portion  of  the  review  process  is  the  facility  quality  of 
care  assessment  program  yet  to  be  implemented.     It  is  intended  that 
this  program  will  monitor  the  ongoing  quality  of  care  assessment 
programs  in  each  facility  in  an  effort  to  improve  the  status  of 
patient  care. 

Since  several  of  the  programs  use  different  approaches  to  the  review 
process,  each  is  described  as  appropriate  in  the  following  section: 

1 .  and  2 .     Preadmission  Certification  and  Continued  Stay  Review 

a.  Process :  Once  a  patient  is  identified  for  possible  nursing 
home  placement,  the  attending  physician  notifies  the  PSRO.  The  PSRO 
certification  and  patient  transfer  form  (LTC-101)  is  used  for  these 
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purposes.    A  copy  of  this  form  is  contained  in  Appendix  E.  The 
physician  is  expected  to  complete  the  "physician  information"  section 
and  sign  the  form.     The  physician,  the  hospital  discharge  planner,  or 
the  physician's  designee  may  complete  the  nursing  assessment  and 
social  information  necessary  for  placement  certification  on  the  form. 

Once  the  form  is  complete,  the  PSRO  regional  office  is  called  to 
determine  the  admission  certification  status  of  the  patient.  Selected 
information  from  the  form  (e.g.,  diagnoses,  need  for  special  therapy) 
is  requested  over  the  phone  by  the  PSRO  Long-Term  Care  Coordinator  in 
order  to  make  a  preliminary  determination  of  certification.     If  there 
is  a  clear  medical  necessity  for  institutionalization,  conditional 
certification  for  either  level  of  care  (SNF  or  ICF)  may  be  approved 
over  the  phone  for  a  maximum  period  of  14  days  from  initial  admission. 
The  LTC-101  accompanies  the  patient  to  the  nursing  home  and  is 
completed  there,  and  then  transmitted  to  the  PSRO.     In  cases  of 
questionable  medical  necessity,  a  referral  for  assessment  of  appropriat 
ness  of  alternative  services  may  be  made  to  the  regional  PSRO  medical 
advisor.    The  regional  medical  advisor  may  either  approve  or  deny 
certification. 

Types  of  information  required  on  the  LTC-101  include  the  patient 
diagnoses,  allergies  and  drug  sensitivities,  restorative  procedures 
for  special  treatments  necessitated  by  the  patient's  conditions, 
problems,  sensory/ mental/behavioral  status,  and  functional  status. 
Specific  screening  guidelines  have  been  developed  by  the  PSRO  criteria 
committee  in  order  to  assist  in  the  determination  of  certification 
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status.  These  guidelines  include  functional,  mental,  medical,  and 
nursing  services,  and  restorative  criteria  for  each  level  of  care. 
Examples  of  the  PSRO  screening  criteria  are  included  in  Appendix  F. 

Once  the  LTC-101  reaches  the  PSRO  regional  office  for  final  review 
and  certification,  a  length  of  stay  is  assigned  to  the  patient  at  the 
appropriate  level  of  care.     The  maximum  initial    length  of  stay  for 
Colorado  Medicaid  patients  is  120  days.    Thereafter,  the  patient  is 
reviewed  at  the  expiration  of  his  initial   length  of  stay  if  a  request 
for  continued  stay  has  been  made  by  the  attending  physician.  The 
continued-stay  review  is  performed  in  the  same  manner  as  the  preadmis- 
sion review  using  a  variation  of  the  LTD- 1 0 1  form,  called  the  Current 
Patient  Status  Form  in  1980  (and  also  contained  in  Appendix  E). 

Twenty-five  hundred  Medicaid  reviews  were  conducted  from  March  through 
June  of  1979,     Of  these,  fifteen  were  referred  to  county  departments  of 
social  services  for  assessment  of  the  appropriateness  of  alternative 
non- i nst i tutiona I  care.    Three  denials  for  certification  were  issued 
without  appeal.     In  April  through  June  of  the  same  year,  4822  Medicaid 
continued-stay  reviews  were  approved.     From  October  1979  to  the  present, 
including  the  binding  and  non-binding  period,  5567  preadmission  and  5431 
continued-stay  reviews  of  Medicare  enrol  lees  were  conducted. 

b.     Criteria :     Several  general  principles  for  preadmission  and 
continued-stay  review  certification  have  been  specified  by  the  PSRO. 
They  include  the  following: 

(1)    There  are  no  problems  or  diagnoses  which  totally  justify  automatic 
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certification  or  non-certification  at  any  particular  level  of 
care  since  the  severity  of  the  medical  problem  interacts  with 
the  functional  and  mental  status  of  the  patient  to  determine 
"need."    The  relationship  of  the  intensity  of  need  to  the 
availability  of  institutional  services  is  but  one  determinant 
of  certification. 

(2)  Medical  necessity,  which  determines  certification,  includes 
the  medical/health  needs  of  the  patients  in  addition  to 
psychological/psychiatric  needs,  but  excludes  needs  based  purely 
on  social  factors. 

(3)  The  combination  of  functional  and/or  mental  needs  with  medical/ 
nursing  or  restorative  needs  determines  certification. 

(4)  Since  many  patients  could  benefit  from  nursing  home  placement, 
certification  should  be  based  on  the  intensity  and  frequency 
of  services  needed  by  the  patient. 

As  previously  mentioned,  examples  of  the  screening  guidelines  which 
operationalize  these  criteria  can  be  found  in  Appendix  F. 

c.     Sanctions :     In  the  case  of  an  adverse  determination  with 
regard  to  a  preadmission  or  continued  stay  certification,  the  PSRO 
notifies  the  patient's  physician  immediately  and  gives  him  the 
opportunity  to  discuss  the  issue.     This  discussion  takes  place 
prior  to  the  formal  notice  of  adverse  determination  by  the  PSRO 
medical  advisor.     If,  after  discussion  with  the  attending  physician, 
the  PSRO  determines  that  the  patient's  certification  cannot  be 
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granted  as  medically  necessary,  notification  is  distributed  to  the 
physician,  the  facility  administrator  (in  the  case  of  continued- 
stay  review),  the  Medicaid  agency,  and  Medicare  fiscal  intermediaries. 
The  patient  and/or  his  physician  may  appeal  the  adverse  findings 
within  24  hours  of  notification.     Within  24  hours,  two  physicians  on 
the  PSRO  appeals  panel  must  reach  a  decision  and  inform  the  necessary 
authorities.     The  attending  physician  and  the  patient  are  notified  of 
the  decision.    A  final  appeal  can  be  made  by  the  patient  and/or  the 
physician  to  the  local  Medicare  office  and  to  the  Colorado  Department 
of  Social  Services  not  more  than  two  months  after  the  adverse  determination. 
As  of  the  end  of  1979,  no  appeals  were  filed  on  the  three  denials  of 
certification. 

If  preadmission  certification  or  continued  stay  review  is  denied  by 
the  PSRO,  the  responsibility  for  that  patient's  placement  shifts 
to  the  county  department  of  social  services.     Seldom  is  a  patient 
retained  in  a  nursing  home  when  certification  is  denied,  since  the 
nursing  home  does  not  receive  reimbursement  from  the  state  Medicaid 
agency.    The  county  department  of  social  services  case  worker  must 
then  prepare  for  placement  of  the  individual  by  securing  living 
accomodations  and  continued  medical  care  in  the  community. 

In  the  four  months  prior  to  PSRO  review,  the  average  number  of 
Medicaid  patient  days  per  month  for  the  entire  state  was  309  SNF 
and  325  ICF  days.     In  the  four  months  after  the  start  of  PSRO 
review,  the  average  number  of  total  Medicaid  SNF  and  ICF  patient 
days  dropped  to  300  and  161  per  month,  respectively.  Although 
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this  reduction  in  patient  days  does  not  directly  measure  the  impact 
of  the  PSRO  review  program,  it  may  indicate  a  reduction  in  inappropriate 
Medicaid  utilization,  which  in  turn  may  affect  the  quality  of  nursing 
home  care. 

3 .     Quality  of  Care  Review 

a.     History:     The  current  review  program  is  based  on  the  previous 
periodic  medical  review  conducted  by  the  Colorado  Department  of  Health 
under  contract  to  the  state  Medicaid  agency  which  was  terminated  in 
February  1979.     The  Colorado  Department  of  Health  did  not  perform 
preadmission  or  continued- stay  certification  for  the  Medicaid  agency, 
but  was  responsible  only  for  the  quality  assurance  (medical  review) 
portion  of  the  Medicaid  agency's  statutory  responsibilities. 

The  early  program  implemented  by  the  health  department  in  1977 
included  an  extensive  patient  assessment  completed  by  a  nurse  and 
a  social  worker  team  on  a  100  percent  sample  of  Medicaid  patients 
within  each  facility.    A  portion  of  the  total  number  of  facilities  in 
the  state  was  reviewed  in  each  quarter  of  the  year.     Each  facility 
was  reviewed  in  each  quarter  of  the  year.     Each  facility  was  reviewed 
at  least  once  a  year.     If  a  team  identified  deficiencies  in  a  facility, 
an  additional  meeting  was  held  with  the  administration  of  the  facility 
in  order  to  identify  problems  and  develop  a  corrective  plan  of  action. 
Follow-up  meetings  took  place  between  the  periodic  medical  review 
team  and  the  facility  administration  in  order  to  assure  correction  of 
deficiencies.     When  the  PSRO  was  designated  the  agency  to  perform 
binding  review,  it  based  its  approach  to  review  on  this  system. 
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b.     Focus:     The  general  goal  of  the  PSRO  quality  review  is  to 
evaluate  and  improve  the  quality  of  care  provided  in  nursing  homes. 
Its  purpose  is  threefold:     (1)  to  determine  if  a  problem  exists  in 
an  identified  area,   (2)  to  determine  the  nature  of  the  problem,  and 
(3)  to  determine  the  extent  of  the  problem.     It  is  based  on  a  focused 
concept  which  includes  two  phases.     The  first  is  an  initial  broad  screen 
review,  while  the  second  is  an  in-depth  review  of  selected  facilities 
identified  through  the  broad  screen. 

The  broad  screen  is  conducted  at  least  once  a  year  by  the  PSRO  regional 
office  review  team  in  each  facility  using  screening  criteria,  known  as 
parameters,  developed  by  a  PSRO  criteria  committee,  e.g.,  one  criterion  is 
the  percent  of  patients  on  psychotropic  drugs.     The  broad  screen  includes 
a  ten  to  twenty  percent  sample  of  all  Medicare/Medicaid  patients  in  the 
facility  at  the  time  of  the  screen.     Information  is  collected  from  both 
chart  and  bedside  review.     Data  on  each  of  the  residents  are  eventually 
aggregated  to  the  facility  level   (profiled)  and  nursing  homes  are 
compared  to  one  another  using  minimal  standards  (expressed  in  terms  of 
parameters)  in  order  to  identify  facilities  with  potentially  inadequate 
services.     The  main  focus  of  the  parameters  established  in  Phase  1  of 
the  review  is  to  allow  for  a  determination  of  whether  services  required 
for  adequate  care  are  available  and  whether  patients  are  actually  receiving 
the  services  required. 

If  a  nursing  home  is  identified  in  the  broad  screen  as  having  possible 
deficiencies,  an  in-depth  review  is  completed  for  all  of  the  patients 
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who  might  be  influenced  by  these  deficiencies.  Basically,  the  nature 
of  the  in-depth  review  is  determined  by  the  potential  problems  in  the 
nursing  home.  The  discussion  in  Section  c.  which  follows  details  the 
types  of  in-depth  review  planned  by  the  PSRO. 

c.     Process:     An  initial   (broad)  screen  of  each  facility  is  com- 
pleted by  regional  office  staff  during  one  of  six  periods  in  each 
fiscal  year.    Data  collection  reguires  one  to  two  days  in  each  facility 
per  year.     Facilities  are  notified  twenty-four  hours  prior  to  the 
PSRO  broad-screen  review  visit  by  a  telephone  call.     A  minimum  of 
twenty  patients  and  a  maximum  of  fifty  are  reviewed  in  each  facility, 
some  of  which  may  require  bedside  review. 

Two  types  of  information  are  collected:     facility  and  patient-specific 
data.     Each  is  associated  with  parameters  and  is  abstracted  separately. 
The  facility  information  includes  data  regarding  the  entire  patient  popu- 
lation in  each  facility,  e.g.,  demographic  data,  facility  staff  data,  etc. 
Patient-specific  information  records  the  specific  services  provided  to 
each  patient.     Examples  of  the  facility  data-base  abstract  form  and  the 
associated  facility  parameters  are  contained  in  Appendix  G.    Appendix  H 
includes  examples  of  the  patient-specific  abstract  form  and  the  correspond- 
ing parameters  for  review  of  quality  of  care  which  were  used  in  1980. 
Slight  changes  were  made  in  that  year  from  the  1979  approach  in  that 
a  problem-oriented  approach  was  adopted,  although  the  overall  effort 
remained  relatively  unchanged. 

After  the  broad  screen  review  has  been  completed  in  all  facilities 
within  a  particular  group  (by  size  and  licensure  status)  profiles 
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are  prepared  which  categorize  facilities  in  relationship  to  each  other. 
These  profiles  are  intended  to  identify  facilities  whose  parameter 
values  are  beyond  the  average  values  for  similar  facilities. 

Facilities  identified  by  the  PSRO  central  and  regional  staff  on  the 
basis  of  the  profile  are  brought  to  the  attention  of  the  state-wide 
Steering  Committee  of  the  PSRO,  which  can  recommend  focused  review 
if  appropriate.     If  the  Steering  Committee  recommends  focused  review, 
the  facility  or  practitioner  in  question  is  notified  by  the  regional 
Long-Term  Care  Coordinator  of  the  PSRO  of  its  intentions  to  complete 
an  in-depth  review.    A  mutually  agreeable  date  is  then  set  for  that 
review.     The  PSRO  draws  upon  central  and  regional  office  long-term 
care  staff  with  varying  professional  disciplines  and  backgrounds  to 
comprise  the  review  teams.     Teams  are  selected  according  to  the 
nature  of  the  problem  and  the  location  of  the  provider. 

Prior  to  the  implementation  of  the  focused  review,  the  PSRO  staff 
aggregates  supplemental  data  available  to  assist  in  the  interpretation 
of  the  profile.     Data  from  several  sources  are  available  for  this 
purpose,  including  the  quality  review  patient  abstract  data  which 
were  used  to  develop  the  facility  profile,  the  continued- stay  review 
abstract  data  for  patients  within  the  facility,  data  from  health 
department  certification  and  licensure  surveys,  and  qualitative 
information  obtained  through  observations  on  site  by  regional  PSRO 
staff  in  the  process  of  collecting  broad  screen  quality  review  data. 

Several  methods  for  focused  review  can  be  used  by  the  PSRO.  As 
mentioned,  the  particular  method  for  a  review  is  determined  by  the 
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nature  of  the  potential  problem,  the  cost  of  the  review,  and  its 
expected  impact  on  the  quality  of  care.    Alternative  methods  of 
focused  review  include  the  following,  each  of  which  is  discussed  below: 


(1 

(2 
(3 
(4 
(5 
(6 
(7 


quality  of  care  evaluation  studies, 
on-site  review, 
on-site  data  collection, 
concurrent  review, 

provider- specif ic  pattern  analysis, 
screening  subsets,  and 
facility  analysis. 


Quality  of  Care  Evaluation  (QCE)  studies  are  formal  methods  of 
identifying  and  measuring  care  provided,  through  chart  review  and 
on-site  observation.     These  studies  are  more  structured  than  all  other 
in-depth  review  methods  to  be  used  by  the  PSRO.     They  entail  comparisons 
of  facility  performance  with  explicitly  stated  criteria  and  standards. 
These  studies  require  topics  of  limited  scope  with  measurable  objectives, 
Performance  measures  are  developed  on  the  basis  of  data  collected  in 
the  facility  from  patient  records,  logs,  interviews,  and  observations. 
Analysis  of  the  data  obtained  in  the  focused  review  is  compared  to  the 
criteria  developed  and  plans  for  corrective  action  are  implemented  as 
necessary. 

Quality  of  Care  Evaluation  (QCE)  studies  may  be  regional  or  state-wide, 
in  the  case  of  multi-institutional  studies,  or  focused  on  a  specific 
topic  within  an  individual  facility.     Multi-facility  QCE  studies  are 
performed  where  there  is  a  common  concern  across  several  facilities 
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and  similar  data  will  generally  be  available  in  each.     Individual  facil 

QCE  studies  are  completed  when  the  identified  problem  is  confined  to 

a  single  facility;  the  problem  is  appropriate  to  such  a  study; 

and  the  facility  has  the  capacity  to  assist  in  the  completion  of  such  a 

study. 

On-site  review  is  somewhat  less  structured  than  the  previous  focused 
review  method  since  it  involves  PSRO  staff  in  on-site  reviews  in 
their  particular  areas  of  expertise.     It  includes  the  collection  of 
additional  information  at  the  facility  level  which  is  compared  to 
general  guidelines  established  by  the  PSRO  and  evaluated  in  the  pro- 
fessional judgment  of  the  reviewer.     Review  teams  will  vary  in  size 
based  upon  the  problem  in  question.     On-site  review  can  be  completed  by 
one  or  more  individuals  from  the  central  or  regional  offices  of  the 
PSRO. 

On-site  review  using  a  multidisciplinary  review  team  (referred  to  as 
a  full  or  modified  panel)  will  be  completed  when  problem  areas  require 
evaluation  by  more  than  one  professional  discipline;  when  more  than  one 
problem  area  has  been  identified;  or  when  the  problem  is  of  sufficient 
concern  to  warrant  the  expense  of  such  a  review.     A  field  team  review  i 
indicated  when  the  areas  of  concern  require  the  expertise  of  a  nurse 
or  physician  and  are  of  sufficient  concern  to  warrant  an  on-site 
review.     Either  form  of  on-site  review  should  lend  itself  to  completion 
during  one  visit. 

On-site  data  collection  is  intended  merely  to  validate  the  existence 
of  a  problem  identified  previously  through  on-site  or  QCE  review.  It 


50 


is  performed  by  a  long-term  care  field  representative  using  parameters 
or  criteria  similar  to  those  used  in  QCE  studies.     In  addition,  it 
retains  the  general  data  collection  and  analytic  portion  of  QCE 
methodology,  but  eliminates  some  of  the  more  intricate  data  collection 
procedures  of  the  QCE.    On  the  basis  of  the  on-site  data  collection, 
further  in-depth  review,  direct  action,  or  no  action  can  be  carried  out. 
Facilities  reviewed  through  on-site  data  collection  have  problems 
identified  in  the  broad  screening  which  need  verification,  yet  do  not 
require  professional  on-site  review.     If  the  facility  is  not  capable 
of  validating  problem  areas  itself,  PSRO  field  representatives  can  be 
used. 

Concurrent  review  is  the  monitoring  of  those  patients  who  may  be 
negatively  affected  by  the  quality  of  care  deficiencies  identified  in 
previous  reviews.     It  is  performed  by  PSRO  representatives  through 
on-site  periodic  reviews.     During  concurrent  review,  variations  from 
guidelines  are  identified  and  discussed  with  facility  personnel  during 
each  visit.     The  premise  of  this  review  is  based  on  the  notion  that  the 
provision  of  continuous,  timely  feedback  to  nursing  home  staff  will 
promote  improvement  in  the  quality  of  care.     Concurrent  review  may  also 
be  recommended  in  the  situation  where  problems  are  not  clearly  defined. 
Since  this  type  of  review  is  costly,  it  will  be  recommended  by  the  PSRO 
only  in  the  few  cases  where  the  identified  problem  might  endanger  the 
lives  of  patients. 

Provider- specific  pattern  analysis  is  intended  to  evaluate  the  performance 
of  an  individual  care-giver  when  the  profile  analysis  suggests  that 
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problems  are  linked  to  a  particular  person  rather  than  to  a  facility. 
If  the  individual  is  employed  in  only  one  facility,  then  a  facility- 
specific  review  will  be  used.     If  not,  the  review  will  be  completed  in 
all  facilities  in  which  the  person  provides  care.    Any  of  the  preceding 
review  methods  can  be  used.     Therefore  this  type  of  review  method  is 
distinguished  from  other  in-depth  methods  in  its  focus,  not  in  its 
methodology. 

Screening  subsets  include  data  collection  at  a  more  detailed  level  than 
the  initial  broad  screening  review.     Individual  cases  may  be  identified 
for  further  analysis  and/or  particular  sub-areas  of  concern  may  be 
reviewed.     If  additional  data  would  be  useful  in  the  interpretation  of 
the  initial  broad  screen,  or  if  the  results  of  the  profile  analysis  are 
inconclusive,  screening  subsets  can  be  recommended  by  the  PSRO. 

Facility  analysis  of  a  particular  problem  area  allows  a  facility  to 
perform  the  review  itself  and  to  use  any  of  the  preceding  in-depth 
review  methods  it  feels  appropriate  (subject  to  the  review  of  the 
Steering  Committee) .     The  findings  of  the  facility  analysis  are 
provided  to  the  PSRO  by  the  nursing  home  for  appropriate  action.  In 
order  for  this  type  of  review  to  be  recommended,  the  nursing  home 
must  be  capable  of  completing  the  review  itself.     Capability  should 
include  the  existence  of  a  quality  assurance  program,  the  analytic 
ability  to  deal  with  data,  and  a  demonstrated  ability  and  commitment 
to  the  solution  of  their  quality  of  care  problems.     Nursing  homes  will 
be  allowed  to  perform  their  own  in-depth  review  only  when  the  potential 
problems  are  not  a  major  concern. 
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As  indicated,  albeit  indirectly,  these  methods  of  in-depth  review  are 
not  mutually"  exclusive.    There  is  considerable  overlap  between  several 
of  the  methods,  and  they  may  be  used  both  individually  and  in  conjunction 
with  one  another. 

d.     Criteria:     In  spite  of  variation  in  the  focused  review  method- 
ologies, each  includes  specification  of  objectives  and  methodology, 
parameters/guidelines/criteria,  data  collection,  analysis,  and  presentation. 
Objectives  are  determined  by  the  Steering  Committee  in  conjunction  with 
the  PSRO  staff.     They  are  intended  to  be  specific,  measurable,  and 
practical.     The  methodology  of  the  focused  review  is  determined,  in 
part,  by  the  objective  and  by  the  type  of  focused  review  used.  Irrespective 
of  the  type  of  review,  each  design  includes  a  general  plan  with  an  esti- 
mated time  frame  for  completion,  development  of  a  specific  methodology, 
scope  of  the  review,  sample  size  and  selection  process,  and  the  management 
requirements  of  the  review.     The  objectives  and  the  type  of  review 
chosen  by  the  Steering  Committee  suggest  the  data  items  to  be  collected, 
including  the  level  of  specificity  required  by  the  review. 

There  are  three  levels  of  data  specificity  which  form  the  basis  of  the 
PSRO  evaluation  system:     parameters,  guidelines,  and  criteria.  Parameters 
are  used  to  establish  boundaries  for  an  informational  base.     No  judgment 
is  associated  with  the  deviation  from  a  parameter  norm.     They  only 
identify  the  specific  type  of  data  items  collected;  thus,  they  have 
little  meaning  in  and  of  themselves.     For  example,  when  the  objective 
of  the  focused  review  is  merely  the  collection  of  additional  data, 
parameters  are  generally  used.     Guidelines  are  expressions  of  expectations 
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about  particular  elements  of  care  which  should  or  should  not  usually 
occur.     They  act  as  guides  in  identifying  areas  which  deserve  greater 
study.    They  are  not  intended  to  evaluate  the  quality  of  care  provided 
in  any  particular  case,  but  rather  are  expected  to  identify  general 
patterns  of  care.     For  example,  if  an  assessment  of  the  general 
adequacy  of  care  provided  is  necessary,  guidelines  will  usually  be 
used.     Criteria  are  the  most  specific  measures  developed  to  identify 
variation  from  professionally  agreed-upon  standards.     They  include  an 
implicit  judgment  regarding  the  care  provided.     Deviation  from  a 
criterion  suggests  the  necessity  for  additional  clinical  review.  In 
all  instances,  specification  of  data  to  be  collected  is  the  responsibility 
of  the  PSRO  criteria  specialist  and  the  focused  review  coordinator. 

The  development  of  the  data  collection  procedures,  selection  of  the 
particular  sample  of  patients  to  be  reviewed,  and  the  construction  of  the 
data  collection  instruments  are  the  responsibility  of  PSRO  central  staff. 
Data  will  be  analyzed  and  presented  in  a  format  appropriate  to  the  type 
of  focused  review  used,  in  consultation  with  PSRO  statistical  and  data 
processing  personnel.     Implications  of  the  findings  of  the  focused 
review  are  presented  to  the  Steering  Committee  for  their  determination 
of  specific  recommended  constructive  action.     By  June  1979,   120  nursing 
homes  had  undergone  the  broad-screen  review  for  quality  of  care  by  the 
PSRO.    As  of  September,  eleven  facilities  had  been  recommended  for 
focused  review.    At  this  writing,  the  findings  of  these  reviews  were 
not  available. 

e.     Sanctions:     If,  after  focused  review,  a  nursing  home  is  judged 
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to  provide  deficient  care,  recommendations  for  appropriate  action  are 
made  to  the  PSRO  Steering  Committee  by  the  PSRO  staff.     The  members  of 
the  Steering  Committee,  representing  the  Colorado  Department  of  Social 
Services,  Colorado  Department  of  Health,  and  the  PSRO  then  make  final 
recommendations  regarding  action. 

There  are  three  types  of  action  available  to  the  PSRO.  Constructive 
action  includes  the  use  of  educational  efforts,  e.g.,  letters  and 
workshops,  in  order  to  correct  inadequate  practices  or  conditions  on  a 
voluntary  basis.     It  is  expected  that  constructive  action  will  be  the 
primary  form  of  action  taken  by  the  review  committee.  Periodic 
review  of  nursing  homes  participating  in  constructive  action  programs 
is  specified  at  the  time  the  plan  is  developed  in  order  to  evaluate 
their  compliance  with  Steering  Committee  recommendations.     When  these 
efforts  fail,  the  Steering  Committee  can  recommend  corrective  action. 
Corrective  action  includes  notification  of  the  facility  that  alteration 
of  its  practices  is  required.     Sanctions,  the  third  step  in  the  con- 
structive action  program,  differs  slightly  from  the  previous  step 
since  it  includes  enforcement  of  requirements  imposed  by  the  Steering 
Committee.     Sanctions  are  imposed  only  when  the  prior  two  steps  in 
the  constructive  action  program  have  failed  to  elicit  the  desired 
behavior  on  the  part  of  the  nursing  home,  except  when  the  deficiency  in 
question  involves  an  immediate  clear  and  present  danger  to  the  health 
of  one  or  more  patients. 

Should  all  efforts  fail  to  improve  the  quality  of  care,  members  of  the 
Steering  Committee  have  access  to  information,  either  directly  or 
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indirectly,  necessary  to  institute  proceedings  against  the  facility 
in  question  on  behalf  of  each  represented  department.     For  example, 
if  the  violation  of  quality  standards  is  sufficient,  the  Colorado 
Department  of  Social  Services  can,  irrespective  of  the  certification 
status  of  the  facility,  refuse  to  contract  with  a  nursing  home  for  the 
provision  of  services  to  Medicaid  beneficiaries.^    If  the  violation  of 
quality  standards  is  such  as  to  indicate  potential  noncompliance  with 
certification  requirements,  the  Colorado  Department  of  Health  could 
institute  a  review  of  the  certification  compliance  of  a  facility. 

It  should  be  noted  that  information  from  the  PSRO  review  process  is 
not  directly  available  to  the  Colorado  Department  of  Health  for  use  in 
its  investigations,  but  is  directly  available  to  the  PSRO  and  the 
Colorado  Department  of  Social  Services  Medicaid  agency.     Quality  review 
data  are  available  directly  to  the  Colorado  Department  of  Health  only 
to  the  extent  that  the  Medicaid  agency  provides  information  to  it  as  its 
agent  performing  certification  review.    The  result  is  that  quality  review 
data  are  not  directly  available  to  the  Department  of  Health  in  its 
licensure  review  process.     The  PSRO  can  be  called  upon  to  testify 
with  regard  to  its  quality  review  findings  in  hearings  for  revocation 
of  license,  but  the  information  is  provided  directly  by  the  PSRO  in  the 
hearing  process  (not  by  the  Colorado  Department  of  Health).     No  such 


Although  this  sanction  was  available  to  the  Colorado  Department  of 
Social  Services  during  the  time  when  periodic  medical  review  was 
performed  by  the  Colorado  Department  of  Health  and  several  facilities  were 
identified  which  provided  (according  to  the  PMR  criteria)  low  quality 
care  to  their  residents,  no  action  was  taken  by  the  Medicaid  agency  to 
discontinue  contracts  with  these  facilities.     Thus,  the  extent  to  which 
this  option  will  be  exercised  in  the  future  is  a  matter  of  conjecture. 
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action  had  been  taken  as  of  December  1979. 

4.  Adequacy  of  Services  Review 

The  adequacy  and  quality  of  professional  support  services  is  reviewed 
as  part  of  the  broad-screen  quality  of  care  activities.    The  process 
and  the  procedures  of  the  review  are  similar  to  those  discussed  pre- 
viously as  are  the  procedures  for  corrective  action.    The  reader  is 
referred  to  Sections  3.c-e  for  this  material. 

The  broad  screen  review  procedure  (of  which  this  is  a  part)  was  imple- 
mented in  the  field  in  April   1979.     Subsequent  to  full-scale  implementa 
tion,  revision  of  the  procedures  was  necessary,   in  part  due  to  limited 
resources  for  training  PSRO  teams  in  long-term  care  quality  assessment. 
Adequacy-of-services  broad-screen  reviews  were  suspended  for  several 
months  in  the  summer  of  1979  until  revised  parameters  could  be  devel- 
oped which  included  more  specific  indicators  for  review.     In  September 
1979,  broad  screen  review  for  adequacy  of  services  was  resumed  in  the 
eleven  Medicare-only  nursing  homes  in  Colorado.     Because  the  field  test 
i ng  of  revised  adequacy-of-services  review  program  was  successful,  re- 
newal of  this  phase  of  the  broad-screen  review  in  all  facilities  began 
in  January  1980,  as  a  combined  effort  with  the  facility-level  quality 
of  care  review. 

5.  Facility  Quality  Assurance  Program 

Discussions  between  the  PSRO  and  the  Colorado  Department  of  Social  Ser- 
vices are  still  underway  to  develop  the  type  of  program  needed  to  eva I u 
ate  a  facility's  quality-assurance  program.    Thus,   implementation  of  th 
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final  portion  of  the  PSRO  review  program  will  probably  not  be  implemented 
until  the  revised  conditions  of  participation  are  finalized  (in  late 
1980). 

To  date,  the  only  existing  review  of  internally- run  facility  quality 
assurance  programs  is  performed  as  a  relatively  unstructured  part  of 
the  licensure/certif ication  survey  by  the  Colorado  Department  of  Health. 
Thus,  the  process,  criteria,  and  sanctions  applicable  are  those  of  the 
licensure  and  certification  programs. 


CHAPTER  V 


PEER  REVIEW 

A.  INTRODUCTION 

The  development  of  peer  review  activities  in  the  nursing  home  industry 
has  a  -varied  background.     Several  state  nursing  home  associations, 
such  as  those  in  South  Dakota  and  Maryland,  have  sponsored  peer  review 
programs  for  many  years.     These  programs  entail  site  visit  teams 
composed  of  administrators  and  other  health  care  professionals  in  an 
effort  to  incorporate  continuing  education  and  an  exchange  of  patient 
care  and  administrative  information,  as  well  as  quality  assurance. 
The  American  Health  Care  Association  (AHCA)  is  a  national  organization 
comprised  of  member  state  associations.     It  has  established  guidelines 
for  peer  review  by  state  associations  of  their  member  nursing  homes. 
Some  state  organizations  link  peer  review  to  continued  membership  in 
the  state  nursing  home  association.     Thus,  although  relatively  unusual, 
sanctions  can  be  severe;  in  Louisiana  and  California  peer  review 
committees  have  recommended  the  revocation  of  nursing  home  licenses. 

On  the  other  hand,  Colorado's  organized  peer  review  system  is  not  at 
all  comprehensive  or  severe  in  its  sanctions.     It  has  been  suggested 
that  this  is  due,  in  part,  to  the  competitive  nature  of  the  nursing 
home  industry  in  Colorado  which  promotes  the  provision  of  an  adequate 
quality  of  care  without  the  necessity  for  peer  review.     Whether  the 
current  situation  has  been  fostered  by  a  highly  competitive  industry 
is  unclear.     In  any  case,  due  to  a  changing  regulatory  climate  the  time 
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may  be  rapidly  approaching  where  extensive  peer  review  activities  will 
be  viewed  as  necessary  by  the  industry  itself. 

B.  HISTORY 

A  few  of  the  state-wide  nursing  home  industry  professional  groups  have 
begun  to  establish  peer  review  mechanisms.     One  of  the  largest  groups 
in  Colorado,  representing  over  130  nursing  homes,  is  the  Colorado 
Health  Care  Association  (CHCA) .     This  section  will  focus  on  this 
organization  because  its  program  is  more  developed  than  any  other. 

The  CHCA  began  participation  in  its  parent  organization's  (AHCA)  Peer 
Review  Program  in  1970  with  an  established  code  of  ethics  for  nursing 
home  administrators  and  their  employees.     This  code  was  liberally 
enforced  in  Colorado  through  1975.     No  sanctions  were  used  during  that 
time  and  few  facilities  were  subjected  to  formal  review.     A  major 
reason  for  the  liberal  enforcement  of  peer  review  during  that  period 
of  time  was  the  lack  of  immunity  from  litigation  for  members  of  the 
peer  review  committee.     However,  in  1977  a  new  committee  was  established 
by  the  Board  of  CHCA.     This  committee  was  disbanded  in  May  of  1978. 
In  August  of  the  same  year,  with  the  leadership  efforts  of  a  few  members 
of  the  CHCA,  the  peer  review  committee  was  re-established.     The  proposal 
under  which  the  committee  now  functions  was  adopted  at  the  CHCA  annual 
meeting  in  October  of  1978. 

C.  AUTHORITY 

By  the  very  nature  of  most  peer  review  programs,  their  authority  is  a 
function  of  the  voluntary  participation  of  nursing  homes.     In  the 
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case  of  CHCA,  its  parent  organization  (AHCA)  requires  that  it 
operate  a  peer  review  program  in  order  to  retain  membership  status 
in  the  national  organization.    Although  submission  to  peer  review  is 
not  currently  required  by  CHCA  of  its  members,  eventually  any 
Colorado  nursing  home  will  be  required  to  undergo  peer  review  should 
it  wish  membership  in  CHCA. 

D .  FOCUS 

As  with  other  quality  assurance  programs,  the  focus  of  peer  review 
activities  is  the  maintenance  of  minimum  standards  of  care.  Using 
teams  of  CHCA  member  administrators  and  nurses,  the  review  is  intended 
to  address  "quality  of  life"  issues.    The  nature  of  such  issues  is 
yet  to  be  formally  specified  by  CHCA. 

E.  REVIEW  PROCESS 

The  Peer  Review  Program  of  CHCA  is  comprised  of  three  phases,  only  the 
first  of  which  has  been  partially  implemented.     Phase  1  includes  the 
development  of  a  fully  functioning  committee  with  representatives 
from  outside  agencies  and  consumer  groups.    District  peer  review 
committees  are  included  in  the  development  of  the  Phase  1  activities. 
Phase  2  of  the  system  will  include  the  establishment  of  a  "hotline," 
monitored  by  representatives  of  the  industry.     Its  purpose  is  to  receive 
complaints  against  nursing  homes  in  an  attempt  to  assist  in  their 
adjudication.     During  Phase  2,  quality  of  care  criteria  will  be 
developed  and  membership  requirements  will  stipulate  that  nursing 
homes  submit  to  peer  review  as  a  condition  of  membership  in  CHCA. 
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During  Phase  3  of  the  peer  review  program,  standards  of  performance 
for  all  facilities  will  be  established  and  a  peer  review  team  staffed 
by  members  of  the  CHCA  will  periodically  review  each  facility  with 
respect  to  the  quality  standards  established. 

In  January  of  1979  a  six-member  committee  was  appointed  by  the  CHCA 
Board  of  Directors.     It  is  responsible  to  the  Board  and  is  charged 
with  development  of  Phase  1  activities  of  the  peer  review  system.  Since 
that  time,  few  meetings  of  the  committee  have  occurred.     One  nursing  home 
was  subjected  to  on-site  review  by  two  committee  members  as  the  result 
of  several  complaints  against  the  facility  for  violation  of  nurse-staffing 
licensure  requirements.     The  review  findings  indicated  no  violation  of 
standards.    The  complainants  were  notified  and  the  review  was  concluded. 

F.  CRITERIA 

As  mentioned,  criteria  for  peer  review  have  not  yet  been  developed  by 
the  Colorado  Health  Care  Association.     Several  types  of  criteria  have 
been  suggested  by  peer  review  committee  members,  however.     They  include 
the  involvement  of  community  service  groups  in  the  nursing  home  and 
an  environmental  "health"  status  assessment.     Members  of  CHCA  strongly 
argue  that  quality  criteria  must  go  far  beyond  what  they  call  "the 
paper  compliance"  of  certification  and  licensure  quality  of  care 
requirements . 

G.  SANCTIONS 

The  district  and  central  peer  review  committees  of  CHCA  will  be 
empowered  with  review  authority  to  recommend  to  the  Board  of  Directors 
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one  of  four  possible  actions.    These  actions  will  include  a  simple 
letter  of  concern,  a  letter  of  censorship,  removal  of  membership 
privileges,  or  notice  to  appropriate  state  agencies  that  membership 
has  been  removed  from  the  facility  for  violations  of  its  peer  review 
requirements . 


In  summary,  quality  assurance  programs  in  Colorado  nursing  homes 
are  diverse.    They  are  in  a  state  of  almost  continuous  change. 
Although  this  makes  the  task  of  summarizing  the  current  state  of 
program  development  difficult,  change  which  causes  improvement  in 
the  effectiveness  of  such  programs  is  valuable  and  desirable,  eliciting 
the  praise  of  author,  regulator,  administrator,  and  client  alike. 
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APPENDIX  A 
GLOSSARY 


GLOSSARY 


binding  review 


broad  screen 


concurrent  review 


constructive  action 


continued  stay  review 


corrective  action 


criteria 


fiscal  intermediary- 


focused  review 


intermediate  care 
facility  (ICF) 


This  means  that  the  PSRO's  decision  is  final 
and  binding  on  fiscal  intermediaries  and  state 
agencies  with  regard  to  whether  a  nursing  home 
should  be  paid  for  care  it  has  provided.  Bind- 
ing review  is  accomplished  when  the  PSRO  is 
judged  capable  of  assuming  review  responsibility 
by  DHEW. 

This  is  an  application  of  review  parameters  in 
a  predetermined  percentage  of  a  facility 
population. 

This  includes  the  continued  stay  and  quality  of 
care  reviews.     It  is  review  of  care  that  is 
completed  at  about  the  same  time  care  is 
rendered. 

This  is  action  taken  to  improve  deficiencies 
which  includes  such  things  as  counseling  or 
suggested  procedural  changes. 

This  is  the  review  and  determination  by  the  PSRO 
for  medical  necessity  and  appropriateness  of 
continued  stay  at  a  particular  level  of  care 
at  pre-determined  intervals  while  a  patient  is 
in  a  nursing  home. 

These  are  all  efforts  of  the  PSRO  to  correct 
identified  deficiencies.     It  includes  educational 
efforts  as  well  as  sanctions. 

These  are  used  to  compare  quality,  medical  neces- 
sity and  appropriateness  of  care.    They  refer  to 
either  structural,  process,  or  outcome  measures 
of  quality.     They  are  specific,  predetermined 
measurable  elements  of  care. 

This  is  a  public  or  private  insurance  company 
that  is  designated  by  DHEW  (or  the  Department 
of  Social  Services)  to  administer  Medicare 
(and  Medicaid)  claims. 

This  is  an  in-depth  review  process  which  focuses 
on  significant  problem  areas  identified  after 
completion  of  the  broad  screen  review. 

This  is  a  nursing  home  which  is  intended  to 
provide  health  care  and  services  (on  a  regular 
basis)  to  individuals  who  do  not  require  the 
degree  of  care  and  treatment  which  a  hospital  or 
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intermediate  care 
facility  (continued) 


skilled  nursing  facility  is  designed  to 
provide  (i.e.,  acute  care  or  skilled  nursing 
care)  but  who,  because  of  their  mental  or 
physical  condition,  require  care  and  services 
(above  the  level  of  room  and  board)  which  can 
be  made  available  to  them  only  through  insti- 
tutional facilities   (Medicare  and  Medicaid 
Guide,  April  1977,  pp.   8381-2,  paragraph 
21610) . 


length  of  stay 


This  is  a  measure  of  utilization  which  is  equal 
to  the  number  of  days  the  patient  resides  in  an 
institution.     It  is  calculated  by  subtracting 
the  day  of  admission  from  the  day  of  discharge. 


level  of  care 


The  intensity,  frequency,  and  skill  level  of  the 
services  required  by  the  patient  determines  the 
level  of  care  necessitated. 


long-term  care 


This  is  medical/health  and  personal  care  pro- 
vided over  an  extended  period  of  time,  often 
more  than  30  days.     Long-term  care  patients  are 
often  disabled  and/or  chronically  ill  with 
physical  problems,  mental  diseases  or  mental 
retardation. 


Medicaid 


medical  care 
evaluation  studies 

nursing  home 


Medicare 


This  is  a  jointly  funded  and  state  administered 
federal  health  care  program  under  Title  XIX 
of  the  Social  Security  Act.     It  provides 
reimbursement  for  SNF  and  ICF  care,  as  well  as 
hospital  and  home  health  care  services. 

These  are  in-depth  studies  of  the  quality  of 
health  care,  usually  on  a  retrospective  basis. 

This  is  an  entire  (or  distinct  part  of  a)  facil- 
ity which  is  certified  to  receive  payment  from 
Medicare  and/or  Medicaid  program  as  a  skilled 
nursing  facility  (SNF)  or  an  intermediate  care 
facility  (ICF). 

This  is  the  Federal  health  program  for  people 

65  years  of  age  and  older  in  addition  to  selected 

disabled  younger  populations.     It  is  administered 

by  the  Social  Security  Act.     It  covers 

SNF,  hospital  and  home  health  care,  but  not  ICF 

care . 


parameter 


This  is  a  general  measurement  of  an  aspect  of 
care  or  an  aspect  of  the  environment  that  provides 
clues  for  objective  in-depth  study. 
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peer  review 


This  is  a  review  by  professional  peers  of  the 
quality  of  care  provided  in  relationship  to 
established  normative  standards. 


periodic  medical 
review 

pre-admission 
certification 


profile 


retrospective 
review 

skilled  nursing 
facility  (SNF) 


standard 


utilization  review 


This  is  a  quality  of  care  review  of  SNF  patients 
which  is  required  by  Medicaid. 

This  is  a  review  by  the  PSRO  of  the  appropriate- 
ness of  a  patient's  admission  to  a  nursing  home 
prior  to  his  actual  admission.     It  is  a  determina- 
tion of  the  (1)  medical  necessity  and  appropriate- 
ness of  an  admission  to  a  nursing  home  and  (2) 
the  level  of  care  assigned. 

This  is  a  graphic  presentation  of  information 
in  order  to  display  patterns  of  care.     It  allows 
comparisons  across  facility,  physician,  and 
patient  characteristics. 

This  is  a  review  of  the  quality  of  care  after 
it  has  been  given. 

This  is  a  nursing  home  which  is  intended  to 
provide  health  care  services  on  a  daily  basis 
pursuant  to  physician  orders  which  (1)  re- 
quire the  skills  of  technical  or  professional 
personnel,  e.g.,  registered  nurse,  licensed 
practical  nurse,  physical  therapist,  occupational 
therapist,  audiologist,  and  (2)  are  provided 
directly  by  or  under  the  direct  supervision 
of  licensed  nursing  personnel  and  under  the 
general  direction  of  a  physician  in  order  to 
assure  the  safety  of  the  patient  and  achieve 
the  medically  desired  result  (Medicare  and 
Medicaid  Guide,  August  1975,  p.  1488,  paragraph 
4115). 

These  are  professionally  developed  models  of  care 
which  distinguish  the  range  of  acceptable  behavior. 

This  is  the  process  of  determining  medical 
necessity  and  appropriateness  of  patient  care. 


This  material  was  adapted  from  published  and  unpublished  documents, 
including  internal  Colorado  PSRO  working  papers  and  Kane,  et  al .  (1979) 
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APPENDIX  B 


TABLE  II. 1 


COMPARISON  OF   SNF  AND    ICF  CERTIFICATION 
CONDITIONS  AND  STANDARDS 


SNF  Condition/Standard  No. 
(Form  SSA-1S69)    Dated  11/76 


Type  of  CONDITION/ 
Standard 


ICF  Condition/ 
Standard  No. 
(Form  SSA-3070) 
Dated  1/76 


405 . 1 120a 
F7b 


COMPLIANCE  WITH  LAWS 


T12 


F8-  14 


Licensure 


T7-11 


405. 1121 
F15 


GOVERNING   BODY   $  MANAGEMENT 


F16 
F18 

F19-25 
F24 

F25-31 
F32-40 
F41-47 
F48-52 

F53-58 
F59-61 

F62-80 
F81-89 


Disclosure  of  ownership 
Staffing  patterns 
By 1 aws 

Independent  Medical  Review 

Administrator 

Institutional  planning 

Personnel  policies 

Staff  development 
(in-service) 

Use  of  outside  resources 

Notification  of  changes  in 
patient  status 

Pat  i  ents 1    r i  ght  s 

Patient  care  policies 


T13-19 
T25 


T63 

T45-51 
T60-62 


T48 


T5,  T52-54 


405. 1122 
F90-93 


MEDICAL  DIRECTION 


T96 
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SNF  Condition/Standard  No. 
(Form  SSA-1569)   Dated  11/76 


Type  of  CONDITION/ 
St  andard 


ICF  Condition/ 
Standard  No. 
(Form  SSA-3070) 
Dated  1/76 


F94-96 
F97-  100 


Coordination  of  medical 
care 

Responsibilities  to  facility 


T64 


405. 1123 
F101 


PHYSICIAN  SERVICES 


T94-9S 


F102- 104 
F105- 121 
F122 


Medical   findings  §  orders 

Patient  supervision 

Availability  for  emergency 
care 


T96 

T56-59 


405 .  1124 
F123 


NURSING  SERVICES 


T105,  T95 


F124 

F129 

F134 

F169 

F173- 

F177 

F181 

F189 


128 
133 
168 
172 
176 
180 
188 
200 


F201-206 


Director  T96 
Charge  Nurse 

24  hr.    nursing  service  T102 

Patient   care  plan  T103 

Rehabilitative  nursing  care  T105 

Patient   nutrition  supervised 

Administration  of  drugs  T131 

Conformance  with  physician  T123 
orders 

Drug  storage  T119 


405.  1  125 
F207 


DIETETIC  SERVICES 


T106-110 
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SNF  Condition/Standard  No. 
(Form  SSA-1569)   Dated  11/76 


Type  of  CONDITION/ 
Standard 


ICF  Condition/ 
Standard  No. 
(Form  SSA-3070) 
Dated  1/76 


F208-220 
F221 

F222-229 
F230-232 
F237-239 

F240-243 
F244-248 


Staffing  Till 

Menus/nutritional   adequacy  T115 

Therapeutic  diets  T112 

Frequency  of  meals  T106 

Preparation   §  service  of  T113 
food 

Hygiene  of  staff 

Sanitary  conditionb  T117 


405 .1126 
F249 


SPECIALIZED  REHABILITATIVE 
SERVICES 


T73 


F250-253 
F254-258 
F259 

F260-262 


Organization  £  staffing 
Therapeutic  plan 
Document at  ion 
Qualifications 


T65-71 
T74-79 

T80 


405. 1127 
F263 


PHARMACEUTICAL  SERVICES 


T119 


F264-271 
F272-277 
F278 

F279-285 


Supervision  of  services 

Control   §  accountability 

Drug  labeling 

Pharmaceutical  services 
committee 


T119-22 
T123- 126 

T129 


405. 1128 
F286 


LABORATORY  AND   RADIOLOGICAL  SERVICES 
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SNF  Condition/Standard  No. 
(Form  SSA-1569)  Dated  11/76 


F287-295 
F296-299 


Type  of  CONDITION/ 
Standard 


Provision  for  services 
Blood 


ICF  Condition 
Standard  No. 
(Form  SSA-3070) 
Dated  1/76 

T72 


405.1129 
F300 


DENTAL  SERVICES 


F301-303 
F304-307 


Advisory  dentist 

Arrangements  for  outside  services 


405.1130 
F308 


SOCIAL  SERVICES 


F309-313 
F314-319 
F320-323 


Social  service  functions 
Staffing 

Records  §  confidentiality 


T82 
T83 
T84 


405.1131 
F324 


PATIENT  ACTIVITIES 


T87 


F325-329 
F330-334 


Responsible  person 
Patient  activities  program 


T88 

T89-93 


405.1132 
F335 


MEDICAL  RECORDS 


F336-342 
F343 

F344-349 
F350-352 


Staffing 

Protection  of  information 
Content 

Physician  documentation 


T132 
T150 

T135-149 
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SNF  Condition/Standard  No. 
(Form  SSA-1569)  Dated  11/76 


F353-355 

F356 
F357 
F358 


Type  of  CONDITION/ 
Standard 


Completion  5  centralization 
of  records 

Retention  §  preservation 

Indexes 

Location  and  facilities 


ICF  Condition/ 
Standard  No. 
(Form  SSA-3070) 
Dated  1/76 


T151 


405.1133 
F359 


TRANSFER  AGREEMENT 


T20 


F360-365 


Patient  transfer 


405.1134 
F366 


PHYSICAL  ENVIRONMENT 


T152 


F367-370 
F371-392 
F393-395 
F396-402 
F403-406 
F407-412 

F413-415 
F416-419 
F420-427 


Fire  safety 

Emergency  power 

Facilities  for  handicapped 

Nursing  unit 

Patient  rooms  5  toilets 

Special  care  facilities 

Dining  §  patient  activities 
rooms 

Kitchen  §  dietary  areas 
Maintenance 

Other  environmental  conditions 


(Separate  surve 


T169-188 


T153-159 


Tl 66-168,  T92 


405.1135 
F428 


INFECTION  CONTROL 


T165 
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SNF  Condition/Standard  No. 
(Form  SSA-1569)  Dated  11/76 


F429-434 
F435-437 
F438-443 
F444-446 
F447 


Type  of  CONDITION/ 
Standard 


ICF  Condition/ 
Standard  No. 
(Form  SSA-3070) 
Dated  1/76 


Committee  T165 
Aseptic  §  isolation  techniques  T165 
Housekeeping 

Linen  T160 
Pest  control 


405.1136 
F448 


DISASTER  PREPAREDNESS 


T55 


F449-456 
F457-459 


Disaster  plan 

Staff  training  §  drills 


T56-59 
T60-62 


405.1137 
F460-462 


UTILIZATION  REVIEW 


F463-472 
F473-480 

F481-489 
F490-498 
F499-507 
F508-510 
F511-526 
F527-541 


Written  plan 

Composition  §  organization  of 
of  UR  Committee 

Medical  care  evaluation  studies 

Extended  stay  review 

Necessity  for  continued  stay 

Administrative  responsibilities 

UR  records 

Discharge  planning 


a). Numbers  are  the  corresponding  SNF/ICF  regulation  numbers  which  identify  each 
condition  for  certification. 


b)  Numbers  are  identification  numbers  of  standards  on  certification  survey  forms 
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CHAPTER  V 

NURSING  CARE  FACILITY 

DEFINITION 

Nursing  Care  Facility  means  a  health  institution  planned,  organized, 
operated,  and  maintained  to  provide  facilities  and  health  services  with 
related  social  care  to  inpatients  who  require  regular  medical  care  and 
24-hour  nursing  services  for  illness,  injury  or  disability.     Each  patient 
shall  be  under  the  care  of  a  physician  licensed  to  practice  medicine  in 
the  State  of  Colorado.    The  nursing  services  shall  be  organized  and  main- 
tained to  provide  24-hour  nursing  services  under  the  direction  of  a 
registered  professional  nurse  employed  full  time. 

1 

GOVERNING  BODY 

DEFINITION.  Governing  Body  means  the  ind i v i dua I ( s)  or  group  in  whom  the 
ultimate  authority  and  legal  responsibility  is  vested  for  the  conduct  of 
the  Nursing  Care  Facility. 

1.1  ORGANIZATION.    When  the  Governing  Body  includes  more  than  one 
individual,  the  group  shall  be  organized  formally  with  written 
constitution  or  articles  of  incorporation  and  by-laws,  have  meetings 
at  regularly  stated  intervals,  and  maintain  records  of  these  meet- 
ings. 

The  Nursing  Care  Facility's  ownership  shall  be  disclosed  fully 
on  file  with  the  Department.     In  the  case  of  corporation,  the 
corporate  officers  shall  be  disclosed  fully  on  file  with  the 
Department. 

1.2  ADMINISTRATIVE  OFFICER.    The  Governing  Body  shall  appoint  an  Admin- 
istrative Officer  who  shall  be  responsible  on  a  full-time  basis  to 
the  Governing  Body  and  who  by  training,  at  least  one  year's 
experience,  and  continuing  education  is  qualified  in  health  care 
administration;  and  delegate  to  him  the  executive  authority  and 
responsibility  for  the  administration  of  the  Nursing  Care  Facility. 

1.3  MEDICAL  STAFF.     When  the  Nursing  Care  Facility  has  an  organized 
medical   staff,  the  Governing  Body  shall  make  appointments  to  the 
medical  staff  upon  recommendation  of  the  medical  staff;  establish 
formal    liaison  with;  and  approve  the  by-laws,  rules,  and  regulations 
of  the  medical  staff.     The  Medical  Staff  shall:     1)  Advise  in  the 
development  and  periodic  review  of  appropriate  written  patient 

care  policies  that  govern  the  skilled  nursing  care  and  related 
medical  and  other  health  care  services;  2)  Assist  in  maintaining 
compliance  with  the  patient  care  policies. 

In  the  absence  of  an  organized  medical  staff,  the  Governing 
Body  shall  arrange  for  one  or  more  physicians  to:     1)  Advise  in 
the  development  and  periodic  review  of  appropriate  written  patient 
care  policies  that  govern  the  skilled  nursing  care  and  related 
medical  and  other  health  services;  2)  Assist  in  maintaining  com- 
pliance with  the  patient  care  policies;  3)  Establish  rules  and 
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10 

INFECTIOUS  DISEASE  CONTROL 

10.1  INFECTION  CONTROL  PROGRAM.    The  Nursing  Care  Facility  shall   have  a 
microbial  and  infection  control  program -which  provides  for  policies, 
procedures  and  in-service  training  programs  for  microbial  and 
infectious  disease  control. 

10.2  POLICIES.    There  shall   be  written  policies  including  but  not 
limited  to  the  following:     1)  The  non-admission  of  patients  having 
an  infectious  disease  and  the  protective  isolation  of  patients 
who,  subsequent  to  admission,  are  discovered  to  have  an  infectious 
disease;  2)  The  reporting  of  diseases  as  required  by  Laws  and 
Regulations,  pertaining  to  Disease  Control,  Colorado  Department  of 
Health. 

10.3  PATIENT  ISOLATION.     Nursing  care  facilities  shall  observe  the 
rules  pertaining  to  isolation  of  patients  and  reporting  of  diseases 
as  required  by  Laws  and  Regulations,  pertaining  to  Disease  Control, 
Colorado  Department  of  Health.    Provisions  shall  be  made  for 
isolating  patients  with  infectious  diseases  in  well  ventilated 
single  bedrooms  having  separate  toilet  and  bathing  facilities. 

11 

NURSING  SERVICES 

11.1  ORGANIZATION.    There  shall  be  a  department  of  Nursing  Services. 
The  Department  shall  be  organized  formally  to  provide  complete, 
effective  care  to  each  patient.    The  authority  and  responsibility 
of  nursing  personnel  shall  be  defined  clearly  in  written  job 
descri  pt ions. 

11.2  DIRECTOR  OF  NURSING  SERVICES.    The  Department  of  Nursing  Services 
shall  be  under  the  direction  of  a  registered  nurse  employed  full 
time  and  qualified  by  education  and  experience  to  direct  effective 
nursing  care. 

1.1.3    MASTER  STAFFING  PLAN.     There  shall   be  a  master  plan  of  nurse 

staffing  for  providing  24-hour  nursing  service,  for  distribution 
of  nursing  personnel,  for  replacement  of  nursing  personnel,  and 
for  forecasting  future  needs.    The  nursing  care  required  by 
different  types  of  patients  shall  be  the  major  consideration  in 
determining  the  number,  quality,  and  category  of  nursing  personnel 
that  are  needed  in  any  given  situation. 

The  ratio  of  nursing  staff  to  patients  shall  provide  at  least 
two  hours  of  nursing  time  per  patient  per  24-hour  period  and 
recommended  as  fol lows:     1 :8  patients  or  major  fraction  thereof 
for  the  day  shift,  1:16  patients  or  major  fraction  thereof  for 
the  evening  shift  and  1:24  patients  or  major  fraction  thereof  for 
the  night  shift. 

Each  Patient  Care  Unit  shall  at  all  times  be  staffed  with  at 
least  a  registered  nurse  or  a  licensed  practical  nurse,  provided, 
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however,  that  on  or  after  January  1,  1972,  each  Patient  Care  Unit 
shall  at  all  times  be  staffed  with  at  least  a  registered  nurse  or 
a  graduate  licensed  practical  nurse.    Additional  nursing  personnel 
shal I  be  on  duty  to  give  assistance  according  to  the  needs  of  the 
patients. 

11.4  REGISTERED  NURSE  DIRECTION.     Each  shift  should  be  under  the 
direction  of  a  registered  nurse  who  should  be  on  the  premises  for 
duty.     Licensed  practical  nurses  and  auxiliary  nursing  personnel 
shall  be  assigned  only  those  duties  for  which  they  are  qualified 
and  shall  be  under  the  direction  of  a  registered  nurse. 

11.5  WRITTEN  PROCEDURES.    There  shall  be  written  nursing  procedures 
that  establish  the  standards  of  performance  for  safe,  effective 
nursing  care  of  patients.    These  procedures  shall  specify  that 
all  medications  be  administered  in  accordance  with  applicable 
Colorado  Laws.    These  procedures  shall     be  reviewed  periodically 
and  revised  as  necessary. 

There  should  be  a  plan  for  continuous  evaluation  of  nursing 
service.    The  Department  of  Nursing  Service  should  periodically 
evaluate  the  adequacy  of  facilities  in  terms  of  patient  and 
nursing  needs,  and  participate  in  planning  facilities  and 
service. 

12 


OCCUPATIONAL  AND  PHYSICAL  THERAPY  AND  PATIENT  ACTIVITIES 


12.1     OCCUPATIONAL  THERAPY.    When  occupational  therapy  services  are 
provided,  the  following  requirements  shall  be  observed: 

12.1.1  MEDICAL  DIRECTION.    Direct  patient  care  requires  a  physician's 
ref erra I . 

12.1.2  POLICIES.    There  shall  be  written  policies  identifying  the 
organization,  administration,  performance  standards,  and 
direction  and  supervision  of  patient  care  rendered. 

12.1.3  PERSONNEL.    Occupational  therapy  shall  be  rendered  only  by  a 
registered  occupational  therapist.    All  personnel  assisting 
with  the  occupational  therapy  of  patients  shall  be  under  the 
direct  supervision  of  a  registered  occupational  therapist. 

12.1.4  RECORDS.    Occupational  therapy  records  shall   include  a 
physician's  referral  for  treatment,  patient  progress  notes, 
and  results  of  special  tests  and  measurements. 

12.1.5  FACILITIES.    There  shall  be  facilities,  space,  appropriate 
equipment  and  storage  areas  adequate  for  the  treatment  of 
referred  patients.    The  occupational  therapy  services  shall 
be  located  in  an  area  readily  accessible  to  patients. 

12.1.6  EQUIPMENT.    Commonly  used  therapeutic  equipment  necessary  for 
the  occupational  therapy  service  shall  be  available  for  use 
in  the  facility.     Equipment  shall  be  properly  maintained  to 
insure  the  safety  of  both  patients  and  employees  using  the 
equ  ipment . 
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12.2  PHYSICAL  THERAPY.    When  physical  therapy  services  are  offered  and 
when  the  term  "physical  therapy"  is  used  in  any  type  of  advertise- 
ment or  as  a  door  sign,  the  following  requirements  shall  be 
observed : 

12.2.1  MEDICAL  DIRECTION.     Direct  patient  care  requires  a  referral  from 
a  physician  or  dentist. 

12.2.2  POLICIES.    There  shall  be  written  policies  governing  the  service. 

12.2.3  PERSONNEL.     Physical  therapy  shall  be  rendered  only  by  a 
licensed  physical  therapist.    All  personnel  assisting  with  the 
physical  therapy  of  patients  must  be  under  the  supervision  of 

a  physical  therapist. 

12.2.4  TREATMENT  RECORDS.    Treatment  records  shall    include  the  physician's 
referral,  evaluation  and  progress  notes  of  the  physical  therapist 
and  results  of  special  tests  and  measurements. 

12.2.5  FACILITIES.    There  shall  be  facilities,  space,  appropriate 
equipment  and  storage  area  adequate  for  the  care  and  treatment 
of  referred  patients.     If  a  special  room  is  used  it  shall  be 
located  where  it  is  readily  accessible  for  patients.- 

12.3  PATIENT  ACTIVITIES.    Purposeful  activities  shall  be  provided 
appropriate  to  patient  interests  and  needs. 

12.3.1  PERSONNEL.    A  person,  qualified  through  training  and  experience 
in  directing  group  activities,  shall  be  designated  to  be  in 
charge  of  patient  activities. 

12.3.2  ACTIVITIES.    Patients  should  be  encouraged,  not  forced,  to 
participate  in  activities.    Appropriate  activities  should  be 
provided  for  patients  unable  to  leave  their  room.  Community, 
social,  and  recreational  opportunities  should  be  used. 

12.3.3  RELIGIOUS  SERVICES.     Patients  who  are  able  and  who  wish  to  do 
so  should  be  assisted  to  attend  religious  services  of  their 
choice.    Patient  requests  to  see  their  clergymen  shall  be 
honored  and  space  shall  be  provided  for  privacy  during  visits. 

12.3.4  VISITING  HOURS.    Visiting  hours  shall     be  flexible  and  posted. 
Patients'  friends  and  relatives  should  be  encouraged  to  visit. 

12.3.5  EQUIPMENT.    A  variety  of  supplies  and  equipment  shall  be  available 
and  appropriate  to  the  individual   interest  of  patients,  e.g. 
books,  newspapers,  games,  stationery,  radio,  and  television. 

13 

PATIENT  CARE  UNIT* 

DEFINITION:    Patient  Care  Unit  means  a  designated  area  of  a  Nursing  Care 
Facility  that  consists  of  a  bedroom  or  a  grouping  of  bedrooms  with 
supporting  facilities  and  services  that  are  planned,  organized,  operated 
and  maintained  to  provide  adequate  nursing  care  and  clinical  management 
of  not  more  than  60  inpatients. 


*See  13.18  Modifications. 
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Chapter  V 

13.1     PRIVATE  AND  MULTIPLE  BEDROOMS.    There  should  be  provisions  for 

private  and  multiple  bedrooms  to  meet  the  needs  of  the  patients. 
There  should  be  no  more  than  four  beds  per  patient  bedroom. 

13.1.1  BEDROOM  SIZE.*    Minimum  room  area,  exclusive  of  closets, 
lockers,  wardrobes  of  any  type,  vestibules  and  toilet  rooms, 
shall   be  100  sq.  ft.  for  one-bed  rooms  and  80  sq.  ft.  per  bed 
in  multi-bed  rooms. 

13.1.2  PRIVACY.     Privacy  shall   be  provided  for  each  patient  in  a 
multiple  bedroom  by  the  installation  of  opaque  flame  retardant 
cubicle  curtains  or  movable  screening. 

13.1.3  WINDOWS.*    Each  patient  bedroom  shall   have  an  exterior  window 
with  area  not  less  than  1/8  of  the  floor  area.    The  sills  of 
such  windows  shall  not  be  located  below  the  finished  ground 
level  and  shall  not  be  more  than  32  inches  above  the  floor 
level.    The  ground  level  shall  be  maintained  at  or  below  the 
window  sill  for  a  distance  of  at  least  eight  feet  measured 
perpendicular  to  the  window.    One-half  of  the  required  window 
area  shall  be  openable  without  the  use  of  tools. 

If  a  mechanical  ventilation  system  is  provided,  a  portion 
of  the  required  window  shall   be  openable  without  the  use  of 
tools.     Privacy  for  the  patient  and  control  of  light  shall  be 
provided  at  each  window. 

13.1.4  ENTRIES.*    Each  patient  bedroom  shall  have  direct  entry  from 
a  corridor.     Such  entry  shall   have  a  door  at  least  equal  in 
fire  resistance  to  1-3/4  inches  thick  solid  core  wood  door. 
The  door  shall  be  at  least  3'8"  in  width  (4'  width  is 
recommended)  and  shall  not  swing  into  the  corridor. 

13.1.5  LIGHTING.     Artificial    light  shall   be  provided  and  include: 
1)  General    illumination;  2)  Other  sources  of  illumination 
for  reading,  observation,  examinations,  and  treatments; 

3)  Night  light  controlled  at  the  door  of  the  bedroom;* 

4)  Quiet-operating  switches.* 

13.1.6  HANDWASHING  FACILITIES.*    A  lavatory  complete  with  mixing 
faucet,  blade  controls,  soap  and  sanitary  hand-drying 
accommodations  shall  be  provided  in  each  patient  bedroom. 

The  lavatory  may  be  installed  within  the  toilet  room  in 
private  bedrooms.     Mirrors  should  be  arranged  for  convenient 
use  by  patients  in  wheelchairs  as  well  as  by  patients  in  a 
standing  position. 

13.1.7  TOILET  FACILITIES.*    A  toilet  room,  directly  accessible  from 
each  patient  room,  without  going  through  a  general  corridor, 
shall  be  provided.     One  toilet  may  serve  two  patient  rooms 
but  not  more  than  four  beds.    The  minimum  dimensions  for  any 

*0ther  approved  facilities  for  patient  services  may  be  substituted  to 
meet  the  requirements  specified  in  13.1.1,  13.1.3  through  13.1.7, 

13.1.9  through  13.1.10,  13.2.1  through  13.2.7,  13.1.9  through 

13.1.10  and  13.3. 
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Chapter  V 

13.1.4  ENTRIES.    Each  occupied  room  shall  have  at  least  one  doorway 
opening  directly  to  the  outside  or  to  a  corridor  leading  directly 
or  by  a  stairway  or  ramp  to  the  outside  or  to  an  ad iacent  room 
not  subject  to  locking,  which  has  such  access  to  the  outside. 
Doors  shall   be  at  least  30"  in  width. 

13.1.5  LIGHTING.  Artificial  lighting  shall  be  provided  for  general 
illumination,  reading  lamps,  and  night  lights  (plug-in  types 
approved ) . 

13.1.6  HANDWASHING  FACILITIES.     One  lavatory  shall   be  provided  for 
each  10  patients. 

13.1.7  TOILET  FACI LITES.    One  toilet  shall  be  provided  for  each  eight 
patients  of  each  sex. 

13.1.10  NURSE  CALL  SYSTEM.    A  nurse  call   is  required  at  each  patient's 
bed.     Signal  shall  register  at  Patient  Care  Control  Center 
(Nurses  Station) . 

If  the  facility  was  licensed  as  a  Nursing  Home  or  a  Basic  Nursing  Home 
after  August  10,  1959,  and  before  the  effective  date  of  these  Standards, 
the  facility  shall  comply  with  the  Standards  specified  in  Section  13 
and  the  1958  Uniform  Building  Code  requirements,  except  as  modified 
herein.    The  modifications  are  as  follows: 

13.1.1     BEDROOM  SIZE.     Minimum  room  area  shall   be  100  sq.  ft.  for  one- 
bed  room  and  80  sq.  ft.  per  bed  in  multiple-bed  rooms. 

13.1.4  ENTRIES.    Door  width  may  be  3'6". 

13.1.5  LIGHTING.  Artificial  lighting  shall  be  provided  for  general 
illumination,  reading  lamps,  and  night  lights  (plug-in  types 
approved ) . 

13.1.6  HANDWASHING  FACILITIES.    Handwashing  facilities  may  be  installed 
in  a  toilet  room  adjacent  to  the  bedroom. 

13.1.7  TOILET  FACILITIES.     I f  centra  I  i zed  to i I et  f ac i I  i t i es  are 
provided,  one  toilet  shall  be  provided  for  each  eight  (8) 
patients  of  each  sex.     If  toilet  facilities  are  provided  be- 
tween adjacent  bedrooms,  the  ratio  shall  be  one  facility  for 
not  more  than  four  (4)  patient  beds. 

13.1.10  NURSE  CALL  SYSTEM.     Not  required  to  register  at  clean  and  soiled 
area.    Calling  stations  not  required  at  toilet,  tub  or  shower. 

14 

PHARMACEUTICAL  SERVICES 

14.1    ORGANIZATION.    The  pharmaceutical  services  of  the  Nursing  Care 
Facility  shall  be  organized  and  maintained  exclusively  and  only 
for  the  benefit  of  the  Nursing  Care  Facility's  patients.  The 
pharmaceutical  service  shall  be  supervised  by  a  consultant 
pharmacist  registered  to  practice  pharmacy  in  the  State  of  Colorado, 
All  compounding  and  dispensing  shall  be  from  a  pharmacy  licensed 
by  the  Colorado  Board  of  Pharmacy  in  accordance  with  all  pharmacy 
laws,  rules  and  regulations.* 


*CRS  Chapter  48,1963. 
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Chapter  V 

14.2  POLICIES.    Written  policies  shall  be  developed  by  the  Nursing  Care 
Facility  and  its  pharmacist  to  indicate  his  responsibility  for 
the  legal  compounding;  prompt  dispensing  of  properly  labeled 
individual  patient  prescriptions;   inventory  control;  establishment 
of  necessary  records;  periodic  inspection  of  all  pharmaceutical 
supplies  and  drugs  on  all  Patient  Care  Units;  and  provision  of  an 
emergency  medication  kit,  which  is  the  property  of  a  licensed 
pharmacy  approved  by  the  pharmacy  advisory  committee.    See  2:3. 

The  Nursing  Care  Facility  shall  establish  a  pharmaceutical 
advisory  committee,  including  at  least  one  registered  pharmacist, 
to  assist  in  the  formulation  of  broad  professional  policies  and 
procedures  relating  to  pharmaceutical  service  in  the  Nursing  Care 
Fac  i I i ty . 

14.3  CONSULTATION  PHARMACIST  RESPONSIBILITIES:     1)  Periodic  regularly 
scheduled  visits  and  consultations  as  defined  by  written  policy, 
and  consultations  when  needed,  and  provide  in-service  training 
for  facility's  staff.    2)  Periodic  inspection  of  prescriptions 
and  all  drugs  for  proper  labeling,  proper  storage,  and  drug 
deterioration  or  expiration  of  shelf  life.    3)  Determination  of 
proper  procurement  and  maintenance  of  all  prescriptions  and  other 
narcotics,  dangerous  and  legend  drugs.    5)  Supervision  of  proper 
disposal  of  expired  or  discontinued  drugs.     6)  Determines  imple- 
mentation of  policies  of  the  pharmacy  advisory  committee  are 
being  carried  out.    7)  A  written  policy  shall  exist  completely 
documenting  the  agreement  between  the  consultant  pharmacist  and 
the  facility  pertaining  to  the  remuneration,  fee,  wage  or  contract 
for  pharmaceutical  services  to  be  rendered.    8)  The  consul'tant 
pharmacist  in  any  Nursing  Care  Facility  shall  be  responsible  for 
all  pharmaceutical  affairs  within  the  facility. 

14.1     NARCOTICS.    Only  practitioners  authorized  under  the  laws  of  the 
State  of  Colorado  and  properly  registered  with  the  federal 
government  shall  prescribe  narcotics.    The  Nursing  Care  Facility 
shall  comply  with  all  federal  and  state  laws  and  regulations 
relating  to  the  procurement,  storage,  administration,  and  disposal 
of  narcotics.    The  Nursing  Care  Facility  shall  maintain  a  narcotic 
record  on  a  separate  sheet  for  each  patient  receiving  narcotics. 
Said  sheet  to  contain  the  name  of  the  narcotic,  strength,  date, 
time  administered,  name  of  patient,  dose,  physician's  name, 
signature  of  person  administering,  and  the  quantity  remaining. 
All  narcotics  ordered  for  a  specific  patient,   left  in  the  Nursing 
Care  Facility,  upon  the  patient's  death,  discontinuance,  or 
discharge  (when  not  released  to  the  patient  by  order  of  physician) 
shall  be  sent  to  the  District  Supervisor,  Bureau  of  Narcotics, 
with  the  knowledge  of  the  consultant  pharmacist.     In  case  of 
recurring  shortages  or  loss  of  significant  quantities  of  narcotics, 
a  copy  of  a  report  of  investigation  by  the  consulting  pharmacist 
shall  be  forwarded  to  the  District  Supervisor  of  the  Bureau  of 
Narcotics,   in  accordance  with  Treasury  Regulations  No.  5_,  1964. 
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14.5  DANGEROUS  AND  OTHER  LEGEND  DRUGS.     Dangerous  and  other  legend  drugs 
shall   be  dispensed  from  a  licensed  pharmacy  on  an  individual  pre- 
scription basis  for  a  specific  patient.     These  drugs  shall   bear  a 
label  affixed  in  or  to  the  container,  which  contains  at  least  the 
following:     Name  of  pharmacy,  name  of  patient,  name  of  the 
prescribing  practitioner,  date  originally  filled  and  last  filled, 
number  of  the  prescription,  and  name  of  the  drug,  and  such 
directions  as  prescribed  by  the  practitioner.     The  label  shall  be 
brought  into  accord  with  the  current  directions  of  the  practitioner 
each  time  the  prescription  is  refilled. 

14.6  DESTRUCTION  OF  DANGEROUS  AND  OTHER  LEGEND  DRUGS.     Medications  shall 
be  destroyed  when:     1)  The  label    is  mutilated  or  indistinct; 

2)  The  medicine  has  deteriorated  or  gone  beyond  its  safe  shelf  life; 

3)  Unused  portions  remain  due  to  death,  discharge,  or  discontinuance 
of  medication  as  reflected  on  the  patient's  medical  record. 

All   prescriptions  and  other  drugs  (except  narcotics)  remaining 
upon  death  or  discharge  shall  be  destroyed  by  the  administrator, 
registered  nurse,  and  pharmacist.     The  quantity  of  drugs  destroyed 
shall   be  entered  by  the  administrator  and  the  registered  nurse. 

14.7  MEDICATIONS  RELEASED.     Medications  are  released  to  patient  only  on 
the  physician's  written  authorization. 

14.8  PATIENT  DRUG  PROFILE  RECORDS.     Patient  drug  profile  records  should 
be  maintained  by  the  dispensing  pharmacist. 

15 

SOCIAL  SERVICES 

PROVISIONS.    The  Nursing  Care  Facility  shall  provide  appropriate 
scoial  services  to  patients  and  families  and  consultation  to  the 
staff.     The  social  services  may  be  provided  by:     1)  A  qualified 
social  worker  employed  full  or  part  time  by  the  facility; 

2)  Contract  with  a  recognized  agency  for  the  provision  of  social 
services  by,  or  under  the  supervision  of,  a  qualified  social 
worker  to  include  some  combination  of  direct  service  to  patients 
and/or  families  and  consultation  to  personnel  of  the  facility; 

3)  A  designated  member  of  the  staff  of  the  facility  for  whom  there 
is  an  effective  arrangement  for  consultation  from  a  qualified 
social  worker  from  a  recognized  public  or  private  agency  that 
provides  social  work  consultation. 

SPACE.     Appropriate  office  space  shall   be  available  for  private 
interviews. 

TELEPHONE.    Telephone  service  shall   be  provided  with  arrangements 
made  for  taking  messages. 

RECORDS.     Due  to  the  nature  of  social    information,  arrangements 
shall   be  made  for  the  confidential   storage  of  the  social  records 
of  the  patients.     Relevant  activity  and  information  shall  be 
recorded  on  the  patient's  medical  record. 


15.1 
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CHAPTER  VI 

INTERMEDIATE  HEALTH  CARE  FACILITY 

DEFINITION 

Intermediate  Health  Care  Facility  means  a  health  related  institution 
planned,  organized,  operated,  and  maintained  to  provide  facilities 
and  services  which  are  supportive,  restorative,  and  preventive  in  nature, 
with  related  social  care,  to  individuals  who  because  of  a  physical  or 
mental  condition,  or  both,  require  care  in  an  institutional  environment, 
but  who  do  not  have  an  illness,   injury,  or  disability  for  which  regular 
medical  care  and  24-hour  nursing  services  are  required. 

1 

GOVERNING  BODY 

DEFINITION.    Governing  Body  means  the  ind ividual (s)  or  group  in  whom 

the  ultimate  authority  and  legal  responsibility  is  vested  for  the  conduct 

of  the  Intermediate  Health  Care  Facility. 

1.1  ORGANIZATION.    When  the  Governing  Body  includes  more  than  one 
individual,  the  group  shall  be  organized  formally  with  written 
constitution  or  articles  of  incorporation  and  by-laws,  have  meetings 
at  regularly  stated  intervals,  and  maintain  records  of  these 
meetings.    The  Intermediate  Health  Care  Facility's  ownership  shall 
be  disclosed  fully  on  file  with  the  Department.     In  the  case  of 
corporation,  the  corporate  officers  shall  be  disclosed  fully  on 
file  with  the  Department. 

1.2  ADMINISTRATIVE  OFFICER.    The  Governing  Body  shall  appoint  an 
Administrative  Office,  duly  licensed  in  the  State  of  Colorado,  who 
shall  be  responsible  on  a  full-time  basis  to  the  Governing  Body  and 
who  by  training,  at  least  one  year's  experience,  and  continuing  ed- 
ucation is  qualified  in  the  health  care  administration;  and  delegate 
to  him  the  executive  authority  and  responsibility  for  the  administra- 
tion of  the  Intermediate  Health  Care  Facility. 

1.3  FACILITIES.    The  Governing  Body  shall  provide  the  necessary 
facilities,  qualified  personnel,  and  services  for  the  welfare  and 
safety  of  residents,  and  in  compliance  with  these  standards. 

The  Governing  Body  has  a  responsibility  for  the  program  of 
all  groups  performing  functions  within  the  Intermediate  Health  Care 
Fac  i I i ty . 

2 

ADMINISTRATIVE  OFFICER 

2.1     RESPONSIBILITY.    The  Administrative  Officer  shall  be  responsible 
on  a  full-time  basis  to  the  Governing  Body  for  planning, 
organizing,  developing,  and  controlling  the  operations  of  the 


C.ll 


8.2  FIRE  AND  INTERNAL  DISASTER  PLAN.     Written  policies  and  procedures 
shall  be  formulated  for  the  protection  of  persons  within  the 
building  in  case  of  fire,  explosion,  or  other  emergency  in  the 
building,  and  shall  consist  of  the  following: 

8.2.1  Brief,  written  instructions  to  be  posted  at  appropriate  places, 
of  persons  to  be  notified,  and  other  immediate  steps  to  be 
taken  before  the  fire  department  or  other  assistance  arrives. 

8.2.2  A  schematic  plan  of  the  building,  or  portions  thereof,  to  be 
posted  at  appropriate  places  showing  evacuation  routes,  smoke 
stop  and  fire  doors,  exit  doors,  and  the  location  of  fire 
extinguishers  and  fire  alarm  pull  boxes. 

8.2.3  Other  pol icies  and  procedures  that  need  not  be  posted  but  must 
include:     procedures  for  evacuating  helpless  residents,  assign- 
menf  cf  specific;  tasks  and  responsibilities  to  the  personnel  of 
each  shift,  provision  for  at  least  annual  training  and  instruc- 
tion sessions  to  keep  employees  informed  of  their  duties,  and 
provision  for  conducting  simulated  fire  drills  at  least  three 
times  annua  My. 

The  above  policies,  procedures,  and  plan  must  be  developed 
with  the  assistance  of  qualified  fire  and  safety  experts. 

8.3  MASS  CASUALTY  PROGRAM.     Each  Intermediate  Health  Care  Facility 
should  develop  a  written  mass  casualty  plan  for  the  management 
of  residents  and  the  treatment  and  disposition  of  casualties 
in  the  event  of  an  external  or  community  disaster.    This  pro- 
gram should  be  developed  in  cooperation  with  other  health  faci- 
lities of  the  area  and  with  official  and  non-official  agencies 
concerned . 

9 

INFECTIOUS  DISEASE  CONTROL 

9.1  CONTROL.     The  facility  shall  have  an  infection  control  program 
which  provides  for  policies,  procedures  and  training  programs. 

9.2  POLICIES.    There  shall  be  written  policies  including  but  not 
limited  to  the  following:     1)  The  non-admission  of  residents 
having  an  infectious  disease  and  the  protective  isolation  of 
residents  who,  subsequent  to  admission,  are  discovered  to  have 
an  infectious  disease;  2)  The  reporting  of  diseases  as  required 
by  Laws  and  Regulations,  pertaining  to  Disease  Control,  Colorado 
Department  of  Health. 

9.3  RESIDENT  ISOLATION.     Intermediate  Health  Care  Facilities  shall 
observe  the  rules  pertaining  to  isolation  as  required  by  Laws 
and  Regulations,  pertaining  to  Disease  Control,  Colorado  Depart- 
ment of  Health. 

10 

RESIDENT  SERVICES 


10.1     ORGANIZATION.     The  intermediate  Health  Care  Facility  shall  be 
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organized  to  provide  effective  services  to  each  resident.  The 
authority  and  responsibility  of  personnel  shall  be  defined 
clearly  in  written  job  descriptions. 

10.2  MASTER  STAFFING  PLAN.     There  shall  be  a  master  staffing  plan, 
including  provision  for  licensed  nurses,  for  providing  24-hour 
resident  services. 

A  registered  professional  nurse  or  licensed  practical  nurse 
shall   be  employed  full  time  by  the  facility  and  responsible  for 
the  residents'  needs. 

Licensed  practical   nurses  and  auxiliary  nursing  personnel 
shall   be  assigned  only  those  duties  for  which  they  are  qualified. 

Supplemental   staff  shall  be  available  to  assure  that  treat- 
ments, medications,  and  other  services  prescribed  by  the  resident's 
physician  are  properly  carried  out  and  recorded. 

If  the  facility  utilizes  more  than  one  building  for  the  care 
of  residents,  there  shall  be  personnel  on  duty  in  each  building 
24  hours  daily.     The  care  required  by  residents  shall   be  the 
major  consideration  in  determining  the  number,  quality,  and 
category  of  personnel  that  are  needed  in  any  given  situation. 

10.3  WRITTEN  PROCEDURES.     There  shall   be  written  procedures  that 
establish  the  standards  of  performance  for  safe,  effective 
care  of  residents.     These  procedures  shall   be  reviewed  periodi- 
cally and  revised  as  necessary. 

There  should  be  a  written  plan  for  continuous  evaluation  of 
resident  services  including  nursing  services.     There  should  be 
periodic  evaluation  of  the  facility  in  terms  of  residents'  needs. 

1 1 

OCCUPATIONAL  AND  PHYSICAL  THERAPY  AND  RESIDENT  ACTIVITIES 

11.1     OCCUPATIONAL  THERAPY.     When  occupational  therapy  services  are 
provided,  the  following  requirements  shall   be  observed: 

11.1.1  MEDICAL  DIRECTION.     Direct  resident  care  requires  a  physician's 
ref erra I . 

11.1.2  POLICIES.    There  shall  be  written  policies  identifying  the  or- 
ganization, administration,  performance  standards,  and  direc- 
tion and  supervision  of  resident  care  rendered. 

11.1.3  PERSONNEL.     Occupational  therapy  shall  be  rendered  only  by  a 
registered  occupational  therapist.    AM  personnel  assisting 
with  the  occupational  therapy  of  residents  shall  be  under  the 
direct  supervision  of  a  registered  occupational  therapist. 

11.1.4  RECORDS.     Occupational  therapy  records  shall    include  a  physi- 
cian's referral  for  treatment,  resident  progress  notes,  and 
results  of  special  tests  and  measurements. 

11.1.5  FACILITIES.     There  shall  be  adequate  facilities,  space,  appro- 
priate equipment  and  storage  areas  for  fhe  treatment  of  referred 
residents.    The  occupational  therapy  services  ahall  be  located 
in  an  area  readily  accessible  to  residents. 
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11.1.6    EQUIPMENT.     Commonly  used  therapeutic  equipment  necessary  for 
the  occupational  therapy  service  shall  be  properly  maintained 
to  insure  the  safety  of  both  residents  and  employees  using 
the  equipment. 

11.2  PHYSICAL  THERAPY.     When  physical  therapy  services  are  offered 
and  when  the  term  "physica I . therapy"  is  used  in  any  type  of 
advertisement  or  as  a  door  sign,  the  following  requirements 
sha I  I  be  observed : 

11.2.1  MEDICAL  DIRECTION.  Direct  resident  care  requires  a  referral 
from  a  physician  or  dentist. 

11.2.2  POLICIES.    There  shall  be  written  policies  governing  the  ser- 
v  ices. 

11.2.3  PERSONNEL.     Physical  therapy  shall  be  rendered  only  by  a 
licensed  physical  therapist.    All  personnel  assisting  with 
the  physical  therapy  of  residents  must  be  under  the  super- 
vision of  a  physical  therapist. 

11.2.4  TREATMENT  RECORDS.  Treatment  records  shall  include  the  phy- 
sician's referral,  evaluation  and  progress  notes  of  the  phy- 
sical therapist  and  result  of  special  tests  and  measurements. 

11.2.5  FACILITIES.    There  shall  be  adequate  facilities,  space,  appro- 
priate equipment  and  storage  area  for  the  care  and  treatment 
of  referred  residents.     If  a  special  room  is  used  it  shall  be 
located  where  it  is  readily  accessible  for  residents. 

11.3  RESIDENT  ACTIVITIES.     Purposeful  activities  shall   be  provided 
appropriate  to  resident  interests  and  needs. 

11.3.1  PERSONNEL.    A  person,  qualified  through  training  and  experi- 
ence in  directing  group  activities,  shall  be  designated  to 
be  in  charge  of  resident  activities. 

11.3.2  ACTIVITIES.    Residents  should  be  encouraged,  not  forced,  to 
participate  in  activities.    Appropriate  activities  should  be 
provided  for  residents  temporarily  unable  to  leave  their  room. 
Community,  social,  and  recreational  opportunities  should  be 
used . 

11.3.3  RELIGIOUS  SERVICES.     Residents  who  are  able  and  who  wish  to 

do  so  should  be  assisted  to  attend  religious  services  of  their 
choice.    Resident  requests  to  see  their  clergymen  shall  be 
honored  and  space  shall  be  provided  for  privacy  during  visits. 

11.3.4  VISITING  HOURS.     Visiting  hours  shall   be  flexible  and  posted. 
Residents'  friends  and  relatives  should  be  encouraged  to  visit. 

11.3.5  EQUIPMENT.     A  variety  of  supplies  and  equipment  shall   be  avail- 
able and  appropriate  to  the  individual   interest  of  residents, 
e.g.,  books,  newspapers,  games,  stationery,  radio  and  television, 

12 

RESIDENT  CARE  UNIT* 


DEFINITION.  Resident  care  unit  means  a  designated  area  of  an  Intermediate 
*See  Section  12.15,  Modifications. 
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1.  COLORADO  DEPARTMENT  OF  HEALTH 

Medical  Care  Licensing  &  Certification  Division 

2.  4210  East  1 1th  Avenue 
Denver,  Colorado  80220 

3. 

4.  PROPOSED 

5.  STANDARDS  FOR  LONG-TERM  CARE  FACILITIES 

6.  SECTION  I 

7.  ADM  I N I STRAT I  ON 

8.  CONDITION  A    GOVERNING  BODY 

9.  There  shall  be  an  individual  or  group  in  whom  is  vested  the 

10.  ultimate  authority  and  legal  and  financial  responsibility  for  the 

11.  administrative  conduct  of  the  long-term  care  facility  and  the  quality 

12.  of  care  provided  therein.     That  governing  body  shall  define  in 

13.  written  policies  the  purpose  and  objectives  of  the  long-term  care 

14.  faci  I ity. 

15.  The  governing  body  shall  be  responsible  for  all  financial 

16.  support,  facilities,  equipment,  and  personnel  necessary  for  the 

17.  welfare  and  safety  of  residents  in  comp I i ance  wi th  these  standards. 

18.  Standard  1.  Organization 

19.  With  the  exception  of  governmental  agencies,  when  the  governing 

20.  body  is  organized  as  a  corporation,  there  shall  be  a  written 

21.  constitution  or  articles  of  incorporation  and  by-laws. 

22.  a.     When  the  governing  body  consists  of  more  than  one  person,  it 
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1 .  Section   I  Administration 

2.  shall  have  meetings  at  regularly  stated  intervals. 

3.  b.     The  governing  individual  or  group  shall  maintain  in  the 

4.  facility  records  which  shall: 

5.  i.     provide  evidence  of  knowledge  of  and  concern  with 

6.  all  facets  of  the  overall  operation  of  the  facility. 

7.  Specifically,  they  shall  reflect  on  at  least  an 

8.  annual  basis  a  review  of  resident  care  policies, 

9.  administrative  policies,  budget,  and  the  resident 

10.  rights  program;  and 

11.  ii.     include  reports  by  the  administrator  to  the  governing 

12.  body  regarding  the  quality  of  care  provided  in  the 

13.  faci  I i ty . 

14.  Standard  2.     Disclosure  (See  Chapter  II) 

15.  The  ownership  of  the  long-term  care  facility  shall  be  fully  dis- 

16.  closed  on  an  appropriate  form  supplied  by  and  filed  with  the  Department. 

17.  In  the  case  of  a  corporation,  names  of  corporate  officers  shall  also 

18.  be  fully  disclosed  and  on  file  with  the  Department.     The  facility  shall 

19.  notify  the  Department  in  advance  of  any  ownership  changes. 

20.  CONDITION  B    ADMINISTRATIVE  OFFICER 

21.  The  long-term  care  facility  shall  have  a  chief  administrative 

22.  officer  who  is  responsible  for  the  administrative  conduct  of  the 


D.4 


1.  SECTION  II     Resident  Care  Services 

2.  CONDITION  A    NURSING  SERVICE 

3.  The  Nursing  Service  shall  be  organized,  directed,  staffed,  and  im- 

4.  plemented  to  provide  individualized,  complete,  effective  and  safe  care 

5.  for  each  resident. 

6.  Standard  1.     Director  of  Nursing 

7.  The  director  of  nursing  shall  be  a  professional  nurse,  and  shall 

8.  be  employed  eight  hours  per  day  on  the  day  shift,  five  days  per  week. 

9.  The  director  of  nursing  may  work  alternate  shifts  occasionally  for 


10.  purposes  of  evaluating  resident  care  and  personnel  performance.  A 

11.  professional  nurse  shall  be  employed  as  acting  director  in  the  absence 

12.  of  the  director  of  nursing  and  shall  be  so  designated  as  acting  dir- 

13.  ector  on  personnel  time  schedules  and  staffing  reports  submitted  to 

14.  the  Department. 


15.  a.    The  director  of  nursing  and  alternate  shall  be  currently 

16.  licensed  to  practice  as  professional  nurses  in  Colorado,  and 

17.  shall  have  had  at  least  three  years  of  nursing  experience,  two 

18.  years  of  which  were  in  charge/management  positions  in 

19.  geriatric,  psychiatric  or  rehabilitative  settings. 

20.  b.     The  director  of  nursing  and  alternate,  when  working  as  the 

21.  acting  director  of  nursing,  shall  devote  full  time  to  the 

22.  supervision  and  management  of  the  Nursing  Service,  except  in 

23.  facilities  which  have  an  average  daily  census  of  45  or  fewer 

24.  residents,  wherein  the  director  of  nursing  and  alternate  may 


» 
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1 .  Section   II     Resident  Care  Services 

2.  serve  as  charge  nurse  on  the  day  shift;  however,  the  super- 

3.  vision  and  management  of  resident  care  shall  supersede  all  other 

4.  responsibilities  of  the  director  of  nursing. 

5.  c.     The  responsibilities  of  the  director  of  nursing  or  alternate 

6.  shall   include,  but  not  be  limited  to: 

7.  i.     developing  nursing  service  policy  and  procedure  manuals 

8.  which  reflect  the  operation  of  the  nursing  department, 

9.  are  in  consort  with  the  facility's  policies,  and  are 

10.  approved  by  the  governing  body; 

11.  ii.     establishing  standards  of  nursing  practice  and  main- 

12.  taining  quality  of  care  provided  by  nursing  personnel; 

13.  iii.     identifying  service  educational  needs  for  nursing 

14.  personne I ; 

15.  iv.     developing  a  written  master  plan  of  nurse  staffing  based 

16.  upon  bed  capacity,  census,  resident  care  units  (if 

17.  applicable)  and  numbers  and  levels  of  nursing  personnel 

18.  expressed  in  full  time  equivalents  based  upon  a  24  hour 

19.  day,  7-day  week  service; 

20.  v.     developing  methods  for  evaluation  of  nursing  care,  such 

21.  as : 

22.  (a)  studies  of  the  efficacy  of  approaches  to  resident 

23.  care  problems  or  needs; 
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1.  SECTION  I  I     Resident  Care  Services 

2.  b)    audits  of  charting,  medications,  care  plans,  and  personal 

3.  care  environment  of  residents; 

4.  c)    analysis  of  residents'   incidents,  drug  errors,  hours  of 

5.  care  provided,  and  personnel  turnover;  and 

6.  d)    quality  of  care  assessments; 

7.  vi .     conducting  at  least  one  evaluation  study  annually;  and  sub- 

8.  mitting  to  the  administrator  the  results,  recommendations  and 

9.  documented  evidence  of  action. 

10.  Standard  2.     Licensed  Nursing  Personnel 

11.  A  professional  nurse  shall  be  on  each  floor  level  of  the  facility 

12.  during  each  shift  of  the  24  hours  except  those  facilities  meeting  the 

13.  definition  of  rural  found  in  paragraph  3  below  shall  have  a  pro- 

14.  fessional  nurse  on  the  day  tour  of  duty,  seven  days  per  week  (56  hours) 

15.  and  shall  be  responsible  for  the  overall  supervision  of  resident  care. 

16.  a.     If  the  long-term  care  facility  is  licensed  as  part  of  a 

17.  hospital,  and  professional  nurse  coverage  is  provided  from 

18.  the  hospital  on  the  evening  and  night  shifts,  there  must  be 

19.  documented  evidence  that  the  hospital  based  professional 

20.  nurse  provides  supervision  for  the  licensed  charge  nurse 

21.  and  the  residents. 

22.  b.     Each  resident  care  unit  shall  at  all  times  be  staffed  with 

23.  a  charge  nurse  who  shall  be  either: 

24.  i.     a  professional  nurse  currently  licensed  Colorado;  or 
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1 . 

SECTION 

II     Resident  Care  Services 

2. 

Standard 

4.  Staffing 

3. 

The 

i  nd  i  v 

idual  nursing  needs  of  the  residents  shall  be  the  major 

4. 

cons  i  deration 

in  staffing  the  Nursing  Service. 

5. 

a. 

Each 

resident  care  unit  shall  be  staffed  at  all  times  with  at 

6. 

least 

two  nursing  personnel,  one  being  the  charge  nurse. 

7. 

b. 

The  number  of  nursing  staff  shall  be  sufficient  to  provide  at 

8. 

I  east 

2.5  hours  of  nursing  care  per  resident  per  24  hours, 

9. 

c. 

A  resident  shall  receive  a  minimum  of  4.0  hours  of  nursing  care 

10. 

per  24  hours  if  he/she: 

11. 

i . 

is  completely  bedfast;  or 

12. 

i  i  . 

requires  bodily  lifting  from  bed  to  chair;  or 

13. 

i  i  i . 

requires  full  assistance  with  eating,   including  tube 

14. 

feedings  and  parenteral  administration;  or 

15. 

i  v. 

has  a  tracheostomy  or  colostomy  or  decubitus  ulcers 

16. 

invading  the  epidermis;  or 

17. 

v. 

has  a  urinary  catheter,   is  on  a  bowel  or  bladder  retrain- 

18. 

ing  program,  or  is  incontinent  of  bowel  or  bladder;  or 

19. 

vi . 

is  in  isolation,  restrained  or  in  a  time-out- room,  or 

20. 

v  i  i . 

exhibits  spontaneous  excessive  confusion  of  psycho-social 

21. 

behavior  such  as  agression,  destruction  to  property,  like- 

22. 

lihood  of  injury  to  self  or  others,   inappropriate  sexual 

23. 

behavior,  or  withdrawal. 
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1.  SECTION  I  I     Resident  Care  Services 

2.  d.     The  hours  of  the  director  of  nursing  and  the  alternate,  when 

3.  functioning  as  director,  shall  not  be  calculated  into  the 

4.  hours  of  care  per  resident  per  24  hours. 

5.  e.     The  hours  of  employees  in  training  or  orientation  shall  not 

6.  be  calculated  into  the  hours  of  care  per  resident  per  24  hours. 

7.  CONDITION  B    NURSING  CARE 

8.  Nursing  care  shall  meet  physical,  psycho-social  and  rehabilitative 

9.  needs  of  residents  and  assist  them  to  achieve  and  maintain  a  high  level 


10.  of  self-care  and  self-worth.     In  providing  services,  nursing  personnel 

11.  shall  participate  in  the  development  and  implementation  of  resident 

12.  care  p  lans. 

13.  Standard  1.     Assessment        (Conform  to  PSRO  Medical  Review  System) 


14.  A  professional  nurse  shall  obtain  a  nursing  history  on  each 

15.  resident  and  shall  assess  each  resident  within  14  days  of  admission. 

16.  a.     The  history  shall   include  a  complete  physical  description  of 

17.  the  resident,  and  actual  or  approximate  height. 

18.  b.     The  assessment  shall   include  each  resident's  physical,  psycho- 

19.  social,  and  rehabilitative  needs,  capability  for  self- 

20.  administration  of  medications,  and  level  of  independence  and 

21.  self-care,  using  an  A.D.L.  scale.     The  registered  nurse  shall 

22.  reassess  the  resident's  condition  whenever  indicated  by 

23.  fluctuations  in  the  condition,  but  no  less  often  than 

24.  annual ly. 
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1.  SECTION  I  I     Resident  Care  Services 

2.  c.     Residents'  vital  signs  and  weights  shall  be  recorded  in  the 

3.  health  record  at  least  monthly,  and  more  frequently  if 

4.  ordered  by  the  continuing  medical  care  provider  or  registered 

5.  nurse. 

6 .  Standard  2.     Personal  Hygiene  and  Grooming 

7.  The  nursing  personnel  shall  assure  that: 

8.  a.     a  minimum  of  two  baths  or  showers  and  one  shampoo  is  provided 

9.  each  resident  each  week  unless  it  is  documented  that  such 

10.  bathing  is  contra i nd i cated  by  order  of  the  continuing  medical 

11.  care  provider  or  registered  nurse,  or  by  resident  refusal; 

12.  b.     all  parts  of  the  body  are  clean  and  dry  at  all  times; 

13.  c.     residents  are  free  from  odors; 

14.  d.     skin  is  kept  intact,   lubricated,  and  circulation  unimpaired; 

15.  e.     skin  turgor  is  maintained  through  adequate  hydration; 

16.  f.     mouth  is  clean  and  teeth  or  dentures  are  maintained; 

17.  g.     head  and  facial  hair  are  clean  and  neat,  and  scalp  is  in  good 

18.  condition; 

19.  h.     fingernails  and  toenails  are  trimmed  and  clean; 

20.  i.    the  continuing  medical  care  provider  orders  podiatry  care  for 

21.  residents  requiring  it;  and 

22.  j.     fluid  intake  and  output  are  maintained  as  prescribed  by  the 

23.  continuing  medical  care  provider  or  registered  nurse,  and 

24.  documented  on  the  health  record. 
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1.  SECTION  I  I     Resident  Care  Services 

2.  Standard  3.     Psycho-social  Care 

3.  Nursing  personnel  shall  assure  that: 

4.  a.  residents  are  addressed  by  the  name  of  their  choice; 

5.  b.  residents  are  provided  clothing  suitable  to  meet  needs  of 

6.  comfort,  privacy,  and  appearance; 

7.  c.  blankets  are  provided  for  warmth; 

8.  d.  privacy  is  afforded  residents  during  treatments,  bathing, 

9.  dressing,  and  toileting; 

10.  e.  residents  are  encouraged  and  assisted  to  participate  in  con- 

11.  tinuing  life  style  activities; 

12.  f.  residents  are  encouraged  and  assisted  to  socialize  with 

13.  family,  visitors,  staff,  and  other  residents; 

14.  g.  residents  are  encouraged  and  assisted  to  function  in  a  manner 

15.  to  maximize  self-worth  and  dignity; 

16.  h.  residents  who  have  prostheses,  hearing  aids,  dentures  and 

17.  other  appliances  are  encouraged  and  assisted  to  use  them;  and 

18.  i.  staff  knocks  before  entering  a  resident's  room. 
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1.  SECTION  ! I  1  ENVIRONMENT 

2.  reserved  for  outdoor  enjoyment  by  the  residents.     If  off-street 

3.  parking  is  provided  on  the  facility  site,  the  maximum  area  that 

4.  can  be  used  for  parking  shall  be  one-third  of  the  property. 

5.  d.     A  portion  of  the  site  shall  be  developed  as  patio  and  garden 

6.  space  for  the  use  of  residents,  with  lawn,  trees,  shrubs  and 

7.  lawn  furniture.     Site  fencing  shall  be  residential   in  character 

8.  and  shall  not  exceed  a  four  foot  height,  except  where  necessary 

9.  to  protect  the  safety  of  the  residents.     Fencing  shall  not  ob- 

10.  struct  views  from  the  building. 

11.  e.     Facilities  admitting  residents  with  a  mental  age  of  16  years  or 

12.  under  shall  provide  playground  area  and  equipment. 

13.  f.    The  number  of  on-off  site  parking  space  shall  conform  to  local 

14.  code,  but  in  no  case  shall  be  fewer  than  20  spaces  per  resident 

15.  care  unit.     Parking  areas  shall  be  paved. 

1 6 .  Standard  2.     Resident  Care  Rooms 

17.  A  resident  care  unit  is  a  group  of  resident  rooms  and  supporting 


18.  facilities  for  not  more  than  60  residents,  designed,  equipped  and  main- 

19.  tained  to  maximize  resident  privacy,  self-care,   independence,  and  psycho- 

20.  social  functioning. 

21.  a.     There  shall  be  no  more  than  two  beds  per  resident  room. 

22.  b.     The  facility  shall  provide  for  private  rooms  to  meet  the  needs 

of  the  residents, 
c.     At  least  one  room  in  addition  to  resident  bedrooms  shall  meet 
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1. 

Section 

1 1 1     Envi  ronment 

2. 

requ i rements.  for  isolation. 

3. 

d. 

No  resident  shall  reside  in  a  room  other  than  that  designated 

4. 

as  a  resident  room. 

5. 

e. 

The  resident  capacity  of  each  room  shall  not  exceed  that  desig- 

6. 

nated  by  the  Department. 

7. 

f . 

Minimum  resident  room  areas,  exclusive  of  closets,  lockers, 

8. 

wardrobes,  vestibules,   lavatories,  and  toilet  rooms,  shall  be 

9. 

160  square  feet  for  single  occupant  rooms,  and  240  square  feet 

10. 

for  double  occupancy  rooms.     No  room  dimensions  shall  be  less 

11. 

than  12  feet,  except  the  ceiling  height. 

12. 

g- 

Visual  privacy  within  the  room  shall  be  provided  by  cubicle  cur- 

13. 

tains,  portable  screens,  storage  units  or  furniture  arrangements. 

14. 

h. 

Where  fixed  architectural  amenities  (e.g.,  windows,  closets, 

15. 

lavatories,  etc.  )  are  shared  by  two  occupants  the  bedroom  fur- 

16. 

niture  arrangement  shall  provide  for  biaxial   instead  of  assyme- 

17. 

trical  ownership  of  each  such  amenity. 

18. 

i . 

Each  resident  room  shall  have  an  exterior  window  with  area  not 

19. 

less  than  one-eighth  of  the  floor  area.     The  sills  of  such  win- 
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21. 

shall  not  be  more  than  32  inches  above  the  finished  floor. 

22. 

Ground  level  shall  be  maintained  at  or  below  the  windowsill  for 
a  distance  of  eight  feet  measured  perpendicular  to  the  window. 
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1.       Section   III  Environment 


2. 

One-half  of  the  required  window  shall  be  openable  without  the 

3. 

use  of  tools.     Flame  retardant  window  coverings  shall  be  pro- 

4. 

vided  at  each  window. 

5. 

J- 

Each  resident  room  shall  have  direct  entry  from  a  corridor. 

6. 

Such  entry  shall  have  a  20-minute  rated  44  inch  wide  door  with 

7. 

latching  hardware;  the  door  shall  not  swing  into  the  corridor. 

8. 

k. 

Each  resident  room  shall  be  provided  with  a  separate  closet  or 

9. 

locker  for  each  resident  with  suitable  enclosed  space  for  stor- 

10. 

age  of  clothing  and  personal  belongings.     Minimum  size  of  each 

11. 

individual  closet  shall  be  3'0"  x  2'0"  and  provided  with  a 

12. 

I  ock. 

13. 

I . 

Private  space  to  accommodate  resting,  seating,  sleeping,  and 

14. 

sexual  activity  shall  be  provided  each  resident  through  space 

15. 

allocation  and  furniture  arrangement,  especially  in  double  occu- 

16.- 

pancy  rooms. 

17. 

Standard 

3.  Furnishings 

18. 

Residents  shall  have  personal  control  over  placement  of  furnishings 

19. 

and  shal 

be  permitted  to  use  their  own  furniture. 

20. 

a. 

Resident  rooms  shall  be  equipped  with  an  adjustable,  movable, 

21 . 

washable,  standard  sized  bed  (rol l-away  type  beds,  cots,  and 

22. 

folding  beds  shall  not  be  used).     The  bed  shall  be  equipped 

with  side  rails  only  when  appropriate  to  the  safety  of  the  occu- 
pant.    The  bed  shall  be  provi ded  with  a  mattress,  protected  by 
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PRE-ADMISSION  AND  CONTINUED  STAY  CERTIFICATION  FORMS 
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(1)  DOCUMENT 
NUMBER 


1979  E.2 
PSRO  CERTIFICATION  &  PATIENT  TRANSFER       (2>  med|care  identification  number 
LONG-TERM  CARE  PROGRAM 


(3]  STATE  IDENTIFICATION  NUMBER 


PENDINGlXI    (4)  PATIENT'S  LAST  NAME 


O 


(5)  FIRST  NAME       (6)  Ml    (7)  PATIENT'S  SOCIAL  SECURITY  NUMBER       (8)  MEDICARE  ONLY 

HOSPITAL  LENGTH- 


(9)  COUNTY  HOUSEHOLD  NUMBER 


(10)  BIRTH  DATE 


(11)  SEX 

'O  2o 

MALE  FEMALE 


□ 


(12)  MARTIAL  STATUS 

'O  2o  3o  40  sO  I 

SINGLE        MARRIED      DIVORCED      WIDOWED     UNKNOWN  I 


(13)  COUNTY  OF  RESIDENCE 


PS80  DSf  CUV 

(14)  TRANSFER  SOURCE  NAME 


PSBO  ONLY         (151  RACIAL  ORIGIN 


PSRO  USE  ONLY 


'o  2o  3o  4o  so  bo  ;o  :''6>n,,7,n('8,n<,9,n<2o,n,2,i 

WHITE        BLACK        HISPANIC      INDIAN'       ASIAN/        OTHER  UNKNOWN 

ALASKAN      PAC  IS  ... 


(22)  TRANSFERED  FROM 

'O  2o  3o  4o  5o  6o  7o 


(23)  TYPE  OF  ADMISSION 
TO  LTC      ,q      2  q 

NEW  REAOMII 


124)  CHANGE  IN  PAY  SOURCE 

■o  2o  3o 

MEDICARE  TO  PRIVATE  10  OTHER 
MEDICAID  MEDICAID 


(26ir — 

T'l 

(28) 


PHYSICIAN  INFORMATION  SECTION 


(LIST  IN  ORDER  OF  IMPORTANCE 
TO  LTC  ADMISSION) 


SURGICAL  PROCEDURES  RELEVANT  TO  LTC 


MO  OA  YR 


ALLERGIES/DRUG  SENSITIVITIES 


PHYSICIAN'S        PLEASE  INCLUDE  MEDICATIONS,  DIET.  SPECIAL  TREATMENTS  AND/OR 
,—  ,_,„  RESTORATIVE  PROCEDURES.  AND  OTHER  SPECIAL  CONSIDERATIONS 

UHUhno:  IN  YOUR  PLAN 

ORDERS  SENT  BY  OTHER  MEANS  MAII  PHONE  ATTACHED  


FACILITY  REVIEW  SECTION 


FACILITY  NAME 


(39)  PSRO  CONFIRMATION  NO 


(40)  PROVIDER  NUMBER 


(41)  ADMIT  DATE 


(42^DO  YOU  AGREE  WITH  TRANSFER  ASSESSMENT' 

NO,  EXPLAIN  (ATTACH  IF  NEEDED) 


42JDO  YOU  AGREE  WIT 
O  YES  2  O  NO  IF  I 


(43)  DO  YOU  EXPECT  TO  BE  ABLE  TO  PROVIDE  SERVICES  AS  ORDERED' 

'Oyes2Ono30  ORDERS  NOT  RECEIVED 
IF  NO,  EXPLAIN  (ATTACH  IF  NEEDED) 


(50)  does  patient  require  oxygen' 

'Oyes  20 


(51)  OXYGEN  BEGIN  DATE 


(52)  OXYGEN  END  OATE 


(53)  ESTIMATED  LENGTH-OF-STAY 

'  O  LESS  THAN  1  MONTH  2  O  1 


'  ■ 7  HS  3  O  3  7  'I  .7  w"'Rf  1  HON  '  I  IE  "EAR 


Or 


ADMINISTRATOR  S  SIGNATURE 


I  CERTIFY  THIS  PATIENT  HAS  BEEN  EXAMINED  BY  ME  AND  TO  THE  BEST  OF  MY  KNOWLEDGE  THE  INFORMATION 
ABOVE  IS  TRUE  AND  COMPLETE  I  RECOMMEND  THAT  THIS  PATIENT  BE  PLACED  IN  A  LONG-TERM  CARE  FACILITY 
PROVIDING  THE  FOLLOWING  l.EVEL-OF-CA'RE 


PSRO  CERTIFICATION  SECTION 


5)  LEVEL  OF  CARE  snf/mr  ICF/MR 

>  LOS      :    .  H?)  START  DATE  (48)  END  DATE 


O  SKILLED    O  INTERMEDIATE  Os 


o  INTERME 


IGNATURE 


DEN  II 


(49)  date  Signed 


SKILLED 'MENTALLY  RETARDED     ^7  INTERMEDIATE/MENTALLY  RETARDED 
REFERRING  PHYSICIAN  SIGNATURE  (55)  DATE  SIGNED  (56)  CO  LICENSE  NO 


ATTENDING  PHYSICIAN  SIGNATURE 


(57)  DATE  SIGNED 


(58)  CO  LICENSE  NO 


A  PHYSICIAN  SIGNATURE  IS  REQUIRED  FOR  PAYMENT  TO  THE  FACILITY 


LONG-TERM  CARE  FACILITY  COPY 


400 


DOCUMENT 
NUMBER 


1979 


NURSING  ASSESSMENT 


E.3 


PATIENT  NAME 


PLEASE  INSERT  MOST  APPROPRIATE  RESPONSES  IN  SPACE  PROVIDED  PI  EASE  SPECIFY  ADDITIONAL 
INFORMATION  IMPORTANT  TO  NURSING  CARE  (ATTACH  IF  NEEDEDl 


159)  SPECIAL  CONDITIONS  CHECK  IE  APPLICABLE 

'  O  MENTAL  HEALTH  INTERVENTION  INDICATED  ?  O  DEVELOPMENT  ALLY  DISABLED  MENTALLY  RETARDED    3  O  TERMINALLY  ILL  '  O  COMATOSE 

160)  SUPPORTIVE  DEVICES  CHECK  THOSE  REQUIRED  BY  PATIENT 

'  O  NONE  2  O  EYE  GLASSES  DENTURES  HEARING  AID  5  O  BRACES  6  O  CAST  '  O  CRUTCHES  PROSTHESIS  9  O  WALKER  10  O  WHEELCHAIR 
"  o  TRACTION       W  RESTRAINTS  CATHETER  OTHER  (PLEASE  SPECIFY)   


PROBLEMS 

'zN TER  1  CODE  NO  IN  THE  BOX  TO  THE  RIGHT  OF  THE  PROBLEM  IE  APPLICABLE 
CODE:  1  MILD       2.  MODERATE       3.  SEVERE 

♦  ♦ 

MENTAL/BEHAVIORAL 

ENTER  1  CODE  NO  IN  EACH  BOX  BELOW, 

CODE   1  NEVER 

2.  LESS  THAN  ONCE'WK. 

3.  MORE  THAN  ONCE/WK. 

4  CONTINUOUS  7 

INDEPENDENCE 

ENTER  1  CODE  NO  IN  EACH  BOX  BELOW 
CODE   1  INDEPENDENT 

2.  INDEPENDENT  WITH  MECHANICAL  DEVICE 

3  NEEDS  HUMAN  ASSISTANCE 

4  TOTALLY  DEPENOENT 

(61)  CONSTIPATION 

(70)  SKIN  CONDITION  -  PRIMARY 

(62)  DEHYDRATION 

(71)  SKIN  CONDITION  •  SECONDARY 

(63)  DEPENDENT  EDEMA 

(72)  SOCIAL  ISOLATION 

177]  ANXIETY 

(83)  BATHING 

(64)  INCONTINENT  BLADDER 

(73)  OTHER  (PLEASE  SPECIFY  BELOW) 

(781  APATHY  PASSIVITY 

(84)  DRESSING 

(65)  INCONTINENT  BOWEL 

SENSORY 

ENTER  1  CODE  NO  IN  EACH  BOX  BELOW  . 
CODE:  1.  NO  LOSS  2.  NO  LOSS  WITH  AID  1 
3  IMPAIRED  4.  TOTAL  LOSS  J 

(79)  CONFUSION 

(85)  EATING 

(66)  MALNUTRITION 

180)  DEPRESSION 

(86)  MOBILITY 

(67)  PAIN  -  MUSCULOSKELETAL 

(74)  HEARING 

(81)  DISRUPTIVE/AGGRESSIVE 

(87)  PERSONAL  HYGIENE 

(66)  PSYCHO-SOCIAL  DEPENDENCY 

(75)  SPEECH 

(82)  WANDERING 

188)  TOILETING 

(69)  SHORTNESS  OF  BREATH 

(76rviS~iON 

(89)  TRANSFER 

ADDITIONAL  INFORMATION 


SIGNATURE    DATE 


SOCIAL  INFORMATION 


PLEASE  INCLUDE  PATIENT/FAMILY  ATTITUDE  SOCIAL  S  FINANCIAL  SUPPORT.  AWARENESS  OF  DIAGNOSIS.  PATIENT  S  EXPECTATION  OF  LENGTH-OF-STAY  AS  WELL  AS  THE 
PATIENT'S  FUNCTIONAL  LEVEL  PRIOR  TO  HOSPITALIZATION  PREVIOUS  LIVING  ARRANGEMENT  AND  ANY  OTHER  PERTINENT  INFORMATION  (ATTACH  IF  NEEDED) 


NEXT  OF  KIN  RESPONSIBLE  PARTY 


STREET  ADDRESS 


CITY  STATE  ZIP  CODE 


(AREA  CODE;  TELEPHONE  NO 


SMOKER 


NON-SMOKER 


SIGNATURE   

LONG-TERM  CARE  FACILITY  COPY 


DATE 


b  o*  d  <+  J 


1980  E  4 

m  document       PSRO  CERTIFICATION  &  PATIENT  TRANSFER 

NUMBER 

LONG-TERM  CARE  PROGRAM 


(2)  MEDICARE  IDENTIFICATION  NUMBER 


(3)  STATE  IDENTIFICATION  NUMBER 


14)  PATIENTS  LAST  NAME 


(5)  FIRST  (6)  Ml   (7)  PATIENT'S  SOCIAL  SECURITY  NUMBER      (8)  HOSPITAL  LENGTH  OF  STAY  (DAYS) 


□ 


(9)  COUNTY  HOUSEHOLD  NUMBER 


(10)  BIRTH  DATE 


YEAR 


(11)SEX 
I 


020 

MALE  FEMALE 


(12)  MARITAL  STATUS 
1 


o  2o  30  4o  5o 

SINGLE     MARRIED    DIVORCEO    WIDOWED  UNKNOWN 


(13)  COUNTY  OF  RESIDENCE        PSRO  USE  ONLY 


(14)  TRANSFER  SOURCE  NAME 


PSRO  ONLY        (15)  PREVIOUS  LIVING  ARRANGEMENT 


'(")«    2Ow/SP0USE    30  W/RELATIVES    'Q"""       5  Q  BOARDING/      6  (~)  RESIDENTIAL    7QNURSING  8Q 
v-'_           w                ^-s                   w  RELATIVES      ^  GROUP  HOME      ^FACILITY          >->' FACILITY  ^ 

PHYSICIAN  INFORMATION  SECTION 

PRIMARY  DIAGNOSIS  (REASON  FOR  LTC  PLACEMENT) 


SECONDARY  DIAGNOSES: 


PLEASE  INCLUDE  MEDICATIONS.  DIET.  SPECIAL  TREATMENTS  AND/OR  RESTORATIVE  PROCEDURES, 
ORDERS!         AND  OTHER  SPECIAL  CONSIDERATIONS  IN  YOUR  PLAN 


ORDERS  SENT  BY  OTHER  MEANS:  MAII  PHONE  ATTACHED  OTHER 


MEDICATION: 


SURGICAL  PROCEDURES  RELEVANT  TO  LTC 


ALLERGIES/DRUG  SENSITIVITIES 


REHABILITATION  POTENTIAL: 


(16)  DOES  PATIENT  REQUIRE  OXYGEN? 

(17)  OXYGEN  BEGIN  DATE 

(18)  OXYGEN  END  DATE 

(19)  ESTIMATED  LENGTH-OF-STAY 

1  f~\  LESS  THAN      2  (~\  1  TO  3             3  (~\  3  TO  12          *          MORE  THAN 
V>  1  MONTH                    MONTHS            \J  MONTHS           V-'  ONE  YEAR 

'Oyes  20° 

MO 

DA 

1 

YR 

MO 

I 

OA 
I 

YR 
I 

SPECIAL  CONDITIONS 

DARKEN  CIRCLE  IF  APPLICABLE: 


(20)  MENTAL  HEALTH  INTERVENTION  INDICATED    (21)  DEVELOPMENT  ALLY  DISABLED/MENTALLY  RETARDED    (22)  TERMINALLY  ILL    (23)  COMATOSE 

'O  -JO  :  'O  'O 

(24)  I  CERTIFY  THIS  PATIENT  HAS  BEEN  EXAMINED  BY  ME  AND  TO  THE  BEST  OF  MY  KNOWLEDGE  THE  INFORMATION  ABOVE  IS  TRUE  AND  COMPLETE  I  RECOMMEND  THAT  THIS 
PATIENT  BE  PLACED  IN  A  LONG  TERM  CARE  FACILITY  PROVIDING  THE  FOLLOWING  LEVEL  OF  CARE: 

'         SKILLED/  2 SKILLED/    .TTCUn,Unib»cp»MC ;«w»n»u '^'inn  (25)  DATE  SIGNED  t  ,  JO 

W   MEDICARE  W 


MEDICARE  W  MEDICAID 

<r~\  SKILLED/  5/'  N  (NTERMEDIATE/ 

W    MENTALLY  RETARDED  \-J 


o 


INTERMEDIATE 


MENTALLY  RETARDED 


ATTENDING/REFERRING  PHYSICIAN  SIGNATURE 


MO  DA 

I      I  I 


YR 


A  PHYSICIAN  SIGNATURE  IS  REQUIRED  FOR  PAYMENT  TO  THE  FACILITY 


FACILITY  INFORMATION  SECTION 


FACILITY  NAME 


(29)  PROVIDER  NUMBER 


(30)  ADMIT  DATE 


(27)  DO  YOU  AGREE  WITH  TRANSFER  ASSESSMENT? 

1  QyES*  2  Q  NO  IF  NO.  EXPLAIN  (ATTACH  IF  NEEDED 
(31)  PSRO  CONFIRMATION  NO.  ADMINISTRATOR'S  SIGNATURE 


(28)  PSRO  USE 


MO 

I 

DA 
I 

YR 
I 

_ 

;32)  DATE 


PSRO  CERTIFICATION  SECTION 


(33)        (34)       (35)  (36) 


(37)        (38)  (39) 


□  □□  LTD  □  □[ 

(49)  (50)  (51)  (52)  (53) 


(42) 


MO  DA  YR 


MO  OA  YR 


□ 


(45)  (46)       (47)  (48) 


□  □□ 


(58) 


(59)  SURG  PROCED  (60)  SURG  PROCED  ; 


I 


(61)  PRIMARY  DIAGNOSIS 


(62)  SECONDARY  DIAGNOSIS* 


(64) 


i 


(66)  LEVEL  OF  CARE 

'O  20  30  40 

SNF  ICF  SNF/MR  ICF/MR 
LTC  101  3/80 


;los 

i 

I  ir^  i_ttt-= 


o 


(67) 

(68)  START  DATE 

(69)  END  DATE 

MO 

OA 

| 

MO     1  OA 

1      1  1 

m 
1 

(70)  DATE  SIGNED 


(71)  REVIEWER  ID 


CFMC  CENTRAL  OFFICE  (HCDA) 


DOCUMENT 
NUMBER 


1  980 


NURSING  ASSESSMENT 


E.5 


PATIENT  NAME 


PLEASE  CHECK  MOST  APPROPRIATE  RESPONSES  IN  SPACE  PROVIDED  PLEASE  SPECIFY  ADDITIONAL 
INFORMATION  IMPORTANT  TO  NURSING  CARE  (ATTACH  IF  NEEDED) 


1  MENTAL 
STATUS: 


□ 


WELL  ORIENTED 


D  FORGETFUL/ 
MEMORY  LOSS 


D  OCCASIONALLY 
CONFUSED 


□ 


2  BEHAVIOR: 

□ 

NO  BEHAVIOR  PROBLEM 

n  OCCASIONALLY  DISRUPTIVE.                           D  FREQUENTLY  DISRUPTIVE 
ABUSIVE.  WANDERING                                           ABUSIVE.  WANDERING 

3  COMMUNI- 
CATION: 

□ 

ABLE  TO  MAKE 
NEEDS  KNOWN 

D  ABLE  TO  MAKE  NEEDS  KNOWN  WITH               D  UNABLE  TO  MAKE 
DIFFICULTY  OR  INCONSISTENCY                           NEEDS  KNOWN 

4  EATING  AND 
FEEDING: 

□ 

NEEDS  NO  HUMAN 
ASSISTANCE 

D  NEEDS  MINIMAL                             IZ1  TOTALLY  SPOONFED                      CI  TUBE  FED  OR  FED 
HUMAN  ASSISTANCE  INTRAVENEOUSLY 
(i.e.  CUTTING  MEAT) 

S  MOBILITY: 

l_l 

USES  NO  ASSISTIVE 
DEVICES 

LZ3  USES  ONLY  CANE               CD  USES  CANE.  CRUTCH.        CD  USES  ONLY                        CD  IS  NOT  MOBILE 
CRUTCH  OR  WALKER               WALKER  AND/OR  WHEELCHAIR 
WHEELCHAIR 

6  AMBULATION: 

□ 

AMBULATES  WITHOUT 
HUMAN  ASSISTANCE 

CD  AMBULATES  WITH  HUMAN                               CD  DOES  NOT  AMBULATE 
ASSISTANCE 

7  DRESSING: 

□ 

NEEDS  NO  HUMAN 
ASSISTANCE 

CD  NEEDS  MINIMAL  HUMAN                                  CD  REQUIRES  TOTAL  ASSISTANCE 
ASSISTANCE 

8  SKIN  CARE: 

□ 

SKIN  INTACT 

CD  MINOR  IRRITATIONS  OR  PRESSURE                 CD  OPEN  SKIN  LESIONS  PRESENT 

SORES  REQUIRING  ATTENTION                             (i.e  DECUBITUS,  POST-OP  WOUND) 

9  CONTINENCE/ 
BOWEL: 

□ 

COMPLETE  CONTROL 

CD  OCCASIONALLY                             CD  SURGICAL  ALTERATION                 CD  REGULARLY 
INCONTINENT                                      (i.e.  OSTOMY)  INCONTINENT 

10  CONTINENCE/ 
BLADDER: 

□ 

COMPLETE  CONTROL 

CD  OCCASIONALLY                             CD  SURGICAL  ALTERATION                 CD  REGULARLY 
INCONTINENT                                      (i.e.  OSTOMY.  CATHETER)  INCONTINENT 

11  SENSORY  STATUS/ 
VISION: 

□ 

SEES  WELL  WITHOUT 
GLASSES 

CD  SEES  WELL                                     CD  IMPAIRED  VISION                           CD  BLIND 
WITH  GLASSES 

12  SENSORY  STATUS/ 
HEARING: 

□ 

HEARS  WELL  WITHOUT 
AIDE 

CD  HEARS  WELL                                  CD  IMPAIRED  HEARING                        CD  DEAF 
WITH  AIDE 

ADDITIONAL  INFORMATION 

 T  

SIGNATURE. 


SOCIAL  INFORMATION 


PLEASE  INCLUDE  PATIENT  FAMILY  ATTITUDE.  SOCIAL  &  FINANCIAL  SUPPORT.  AWARENESS  OF  DIAGNOSIS.  PATIENT  S  EXPECTATION  OF  LENGTH-OF-STAY.  AS  WELL  AS  THE 
PATIENT'S  FUNCTIONAL  LEVEL  PRIOR  TO  HOSPITALIZATION.  PREVIOUS  LIVING  ARRANGEMENT.  AND  ANY  OTHER  PERTINENT  INFORMATION  (ATTACH  IF  NEEDED) 


NEXT  OF  KIN/RESPONSIBLE  PARTY 


STREET  ADDRESS 


CITY.  STATE  ZIP  CODE 


-NON-SMOKER 


(AREA  CODEl  TELEPHONE  NO 
 DATE  


CFMC  CENTRAL  OFFICE  (HCDA) 


E.6 


Fl  Provider  Number 


i    i  I  l  l  L 


Oxygen  Ordered? 
yes  O    "<>  O 
Begin  Date 


1980  Continued  Stay  Form 

COLORADO  FOUNDATION  FOR  MEDICAL  CARE 

1601  EAST  NINETEENTH  AVENUE  DENVER,  COLORADO  80218 


CFMC  LTC  ID 


End  Date 


LTC  STATEWIDE  REVIEW  PROGRAM 
CURRENT  PATIENT  STATUS  FORM 


MO         DA         YR         MO         DA  YR 

Document  Number    Resident  Last  Name 


First         Date  of  Birth 


Admit  Date 


(72)  Purpose 


I    I    I    III    I  I 


I    I  1 


1  Q  CSR       2  Q  Pending 
Medicaid 


MO        DA  YEAR  MO         DA  YR 

3  ^  u  4 


□  Male 
Q  Female 


O  Hospital 
Transfer 


O  Discharge  3  Q  Update 


(73)  CSR  1  O  Exten         2  O  Mcare 

TYPE  Mcaid 


O  Recert 


O  HosP-  Trans'./ 
Mcare  Deny  / 
Mcaid  Cert 


5  O  Hosp.  Trans./ 
Mcaid  Cert 


SPECIAL  CONDITIONS: 
(74)    Mental  Health 
1Q  Intervention 


(75)  Developmental ly  Disabled/ 
1Q    Mentally  Retarded 


(76)  Terminally 
1Q  "' 


(77)  Comatose 

1Q 


Number  of  CSR 

(78)  _^ 


Pay  Source 

™  □ 


State  ID 
(80) 


Date  Pay  Source  Change    Physician  License  Number 


J  L 


J  I  L 


(81) 

i 

I 

I 

(82) 

MO 

DA 

YR 

J  I  I  L 


Function  Score 
(83) 


J  L 


Class  Ref  CDSS 
(84)  j— |  (85) 


U 


□ 


Date  of  Referral 
(86) 


Ref  Outcome 


I 

I 

I 

(87) 

Date  of  Outcome 
(88) 


_l_ 


Recom  LOC 

(89)  r-r 


RMA  Int 

(90) 


(96) 


□ 


□ 

(97) 


Cert  Code 
(91) 


MO         DA  YR 

Rehab  Potential 
(92) 


Cate  Code 
(93) 


□ 


(98) 


□ 


□ 

(99) 


MO        DA  YR 

Level  Appeal  Outcome  Appeal 
(94)     |— |  (95) 


□ 


□ 


□ 


(100) 


□ 


(101) 


(102) 


(103) 


(104) 


□ 


(105) 


Procedure  Code 
(106) 


Primary  Diagnosis 
(107) 


(108)  Certified  LOC 

12  3  4 

O  SNF  O  ICF  O  SNFMR   O  ICFMR 


LOC  Diff 
(109)  _ 


Start  Date 
(110) 


End  Date 
(111) 


Date  Signed 
(112) 


Rev  ID 
(113) 


J  I  L 


MO         DA  YR 

Discharge  Code  Discharge  Date 
(114) 


MO        DA  YR 


MO         DA         Y  R 


(122) 
(129) 


| — | — |  (115) 

I 

1 

i 

MO 

DA 

YR 

(116)  |—j    (117)  |— |  (118) 


(123) 


(124)  |— ,  (125) 


I 

I 

I 

(130) 

i 

I 

,  I 

(131)  r—i  (132) 


(119) 

I 

(126) 

1 1 

I 

(120) 
(127) 


(133) 


m 


(121)  | 
(128) 
(134)  , 


APPENDIX  F 

EXAMPLES  OF  LEVEL  OF  CARE  CERTIFICATION  SCREENING  PARAMETERS 
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APPENDIX  G 
QUALITY  OF  CARE  REVIEW: 
FACILITY  DATA  BASE  ABSTRACT  FORM  AND  PARAMETERS 


FACILITY  DATA  BASE 


G.2 


FACILITY 
REPRESENTATIVE 


REVIEWER 


Facility  Information 

1.  Facility  Name  

2.  I.D.#  

3.  Address  

4.  Phone  

5.  Administrator  

6.  Medical  Director  

7.  Director  of  Nurses  

8.  Medical  Rec.  Cons.  

9.  Pharmacist  Reviewer  

10.  LTC  Facility  Liaison  to  CFMC  Program  

11.  Total  #  of  Beds   12.    Licensure  of  Facility  

13.    Daily  Census   14.    #  of  Private  Residents  

15.    #  of  Medicare  Residents   16.    #  of  Medicaid  Residents  

17.    #  of  Skilled  Residents   18.    #  of  Intermediate  Residents 

19.  #  of  Residential  Care  Residents  

20.  Does  your  facility  have  a  closed  ward? 
Yes    No  _  

a.  If  yes,  #  of  beds  available  

b.  #  of  beds  occupied  _________________________ 

21.  Does  your  facility  provide  living  accomodations  for  couples? 

a.  Married:    Yes    ______  No 

b.  Unmarried:    Yes    ______  No   

22.  Are  there  volunteers  working  within  your  facility 


Yes 


No 


a.    If  yes,  please  answer: 


What  are  the  number  of  volunteers  per  week? 


Facility  Data  Base 


G.3 


How  many  different  areas  do  they  represent? 


What  is  the  average  number  of  hours  spent  per  week  by  each  volunteer?   

Resident  Characteristics 

23.    Check  the  types  of  patients  that  this  facility  provides  specialized  care  for.  Also 
estimate  the  number  of  population  that  falls  into  these  categories 


a.  Age 

Under  21 
21-44 
45-64 
65-74 

75  and  over 
TOTAL 


b.    Physical  Status 

Ambulatory   

Wheelchair 
Bedfast 


Mental/Behavioral  Status 
Alert 

Confused/Disoriented 
Comatose 
Alcohol/Drug 
Combative/Disruptive 

Diagnosis  of  Psychiatric/Emotional  Disorders 

i 

Developmental!)'  Disabled  (P.P.)   

P.P.s  classified  as  Mentally  Retarded   


24.  What  percentage  of  your  resident  population  depends  for  communication  on  a  language 
other  than  English?   

25.  Po  you  have  personnel  who  speak  other  languages  than  English? 
Yes  No 


If  yes,  what  language?  — 

Staff  Characteristics 

26.    In  the  space  below,  indicate  the  AVERAGE  number  of  hours  per  month  of  professional 
services  this  facility  provides: 


(Please  see  following  page.) 


Facility  Data  Base 


G.4 


Hours 
Direct 
Servi  ce 
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a.  Speech  Therapy 

b.  Physical  Therapy 

c.  Occupational  Therapy 

d.  Social  Worker 

e.  Social  Designee 

f .  Activity  Director 

g.  Audiology 

h.  Opthalmology 

i.  Podiatry 
j.  Dental 

k.  Dietician 

1.  Beautician/Barber 

m.  In-service  Director 

n.  Nurse  Practitioner 

o.  Respiratory  Therapy 

p.  Recreational  Therapy 


Is  Care  Provided  by  Check  if  24  Hour 

Hours  Licensed/Registered    Consultant/    Emergency  Care 

Per  Month  Care  Giver?   Agency  Name    Is  Available 

q.    Mental  Health  Agency       

r.    Psychiatrist    __~_~ZIIIZZZIII!IZ  ' 

s.    Psychologist    .  ~~~~~~~ 

t.    Mental  Health  Tech.  _____!_______ 

u.  X-Ray   

v.    Laboratory      ~ 

w.  Pharmacy 


.27.    List  other  "titles"  or  "roles"  the  following  disciplines  have  within  your  facility 
and  the  number  of  hours  spent  in  each  job  role: 

#  of  Hours 

a.    In-service  Director    

b     Activity  Director     


c.    Social  Service  Designee 


Facility  Data  Base 


G.5 


28;    What  fs  the  scheduled  number  of  L.P.N.s,  R.N.s,  aides,  and  orderlies  who  work  on 
each  shift? 

Shift   During  the  Week    On  the  Weekend  

R.N.s    L.P.N.s    Aides    Orderlies  R.N.s    L.P.N.s    Aides  Orderlies 

Day  Shift                 

Afternoon  Shift             

Night  Shift                 

Treatments/Procedures: 

Are  you  able  to  care  for  patients  who  require: 

Yes  No 

a.  Skin  care  for  extensive  decubitus     

or  widespread  skin  disorders 

b.  Bowel  and  bladder  training  (may  include  intermittent     

catheterization,  catheter  change,  or  continuous 

irrigation  or  rectal  stimulation)  on  a  regular  basis 

c.  Intramuscular  medications     

d.  IV  medications     

e.  Tube  or  gastrostomy  feedings     

f.  Wound  care  or  dressing  changes  (especially  infected     

open  or  post-op  wounds  involving  prescription  medi- 
cations and  aseptic  techniques) 

g.  Patient  instructions  in  catheter  care,  colostomy     

care,  medication  monitoring 

h.  Naso-pharyngeal  or  tracheostomy  aspiration     

i.  Patient  in  traction     

j.    Daily  heat  treatments  ordered  by  physician     

k.    Care  for  Terminally  111  (Hospice)     

General  Facility  Quality  of  Care  Screening  Parameters 

1 .  Turnover  of  Staff 

a.  #  of  administrators  in  past  year   

b.  #  of  directors  of  nursing  in  past  year  ______ 

c.  #  of  activity  directors  in  past  year   

d.  #  of  in-service  directors  in  past  year   

e.  #  of  R.N.s  and  L.P.N.s  in  past  year/*  of  staffable  positions   

f.  #  of  aides  and  orderlies  in  past  three  months/*  of   

staffable  positions 

2.  Pool  Personnel 

a.  #  of  pool  personnel  utilized  in  past  year  for  R.N.s  §  L.P.N.s   

b.  #  of  pool  personnel  utilized  in  the  past  three  months   

for  nurse  aides  and  orderlies 

3.  Activities/Socialization 

a.  ft  of  different  types  of  outside  activities  offered  to   

residents  in  the  past  month 

b.  #  of  different  types  of  in-house  activities  offered  to 
residents  in  the  past  month 


1 .  group 

2.  individual 


Facility  Data  Base 
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4.  Transfers 

#.of  transfers  and  discharges  within  the  past  year: 

a.  to  acute  care  hospitals  and  specialty  hospitals 

b.  to  other  LTC  facilities 

c.  to  home  (including  boarding  homes,  retirement  villages,  etc.) 

d.  death 
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APPENDIX  H 
QUALITY  OF  CARE  REVIEW: 
EXAMPLES  OF  THE  PATIENT-SPECIFIC  ABSTRACT  FORM  AND  PARAMETERS 


H.2 

COLORADO  FOUNDATION  FOR  MEDICAL  CARE 


LONG  TERM  CARE  DEPARTMENT 


General  -  Instructions 

1.  Only  residents  admitted  to  the  facility  at  least  3  months  prior  to  the 
date  of  review  will  be  included  in  the  random  sample. 

2.  If  the  validator  is  not  met  for  a  given  problem  set,  do  not  answer  any  of 
the  other  questions  in  the  criteria  set. 

3.  Underlined  statements  in  the  instructions  have  a  definition  elsewhere 
(either  with  these  definitions  or  on  the  instructions  themselves) . 

4.  Circled  numbers  following  "Yes="  statement  means  all  of  circled  items  need 
to  be  met  in  order  to  answer  yes. 

5.  To  indicate  "yes"  or  "no"  answer  on  problem  set  questions,  circle  the 
appropriate  answer  in  the  abstract. 

6.  For  any  outcome  which  is  not  met  indicate  briefly  on  the  "comment  sheet" 
why  the  outcome  was  not  met. 

7.  For  any  other  information  which  you  feel  is  valuable  and  is  not  reflected 
by  a  yes  or  no  answer,  briefly  make  a  note  on  the  comment  sheet  (with  a 
field  #  or  other  reference). 

8.  Do  not  apply  either  confusion  set  (acute  or  chronic)  to  residents  with 
either  a  diagnosis  of  mental  retardation  or  one  of  the  diagnoses  associated 
with  retardation  (see  list) . 


H.3 


COLORADO  FOUNDATION  FOR  MEDICAL  CARE 
LONG  TERM  CARE  DEPARTMENT 


General  -  Definitions 

1.  Assessment  (under  nursing)  -  This  refers  to  the  admission  assessment  done 
by  nursing  staff.     It  may  be  called  Nursing  Assessment,  Nursing  History, 
or  the  information  may  be  included  in  the  initial  nursing  progress  note. 
This  information  should  be  retained  in  the  medical  record  and  updated  on  a 
regular  basis,  however,  there  is  no  time  span  criteria  attached  to  any  of 
the  nursing  assessment  questions.     If  the  assessment  has  been  updated,  that 
information  is  considered  a  part  of  the  nursing  assessment. 

f 

2.  Care  plan  -  under  nursing  -  For  all  questions  regarding  care  plan  under 
nursing  -  This  refers  to  the  overall  plan  of  care  (a  multidisciplinary  goal 
oriented  plan  of  care).    Many  facilities  list  only  problems,  goals,  and 
objectives  on  the  overall  plan  of  care  and  list  specific  interventions  else- 
where (eg.  nursing  kardex) .     If  this  is  the  case,  the  kardex  may  be  referred 
to  when  the  question  asks  for  specific  nursing  interventions. 

3.  Care  plan  -  Activities  -  For  all  questions  regarding  care-plan  in  the  activi 
ties  area,  this  refers  the  Activities  Care  Plan  itself  not  to  the  activities 
section  of  the  overall  plan  of  care. 

4.  Care-plan  -  Social  Services  -  For  all  questions  referring  to  care  planning 
in  the  Social  Services  area,  this  refers  either  to  a  Social  Services  plan 
of  care,  or  to  the  Social  Services  section  of  the  overall  plan  of  care. 
Again,  in  some  facilities  specific  Social  Services  interventions  may  not  be 
listed  on  the  overall  plan  of  care  but  in  the  Social  Services  documentation. 

5.  Physician  -  Questions  regarding  physician  documentation  refer  to  the  attend- 
ing physician  (or  his  nurse  practioner,  or  designated  physician  extender) 
rather  than  a  consultant  physician  unless  otherwise  designated. 

6.  History  and  Physical  -  Information  from  the  physician's  history  and  physical 
will  be  considered  "current"  (eg.  less  than  a  year  old)  under  the  follow- 
ing conditions: 

1.  History  and  physical  itself  is  dated  within  one  year  prior  to  review 

2.  Acute  care  history  and  physical  is  ok  if  less  than  a  year  old  and 
signed  by  LTC  attending  physician. 

3.  If  physician  documents  "no  change"  or    other  information  indicating 
"old"  hidtory  and  physical  still  applies  and  this  statement  is 
signed  and  dated  within  the  year  prior  to  review,  this  is  ok. 


Problem  Set: 


COLORADO  POUND ATI ON  FOR  MEDICAL  CARE 
Long -Tern  Care  Department 
1980  BROAD  SCREEN  INSTRUCTIONS 
DEMOGRAPHIC  INFORMATION  Page:   


H.4 


RATIONALE      INFORMATION  ITEM 


INSTRUCTIONS 


FACILITY  I.D. 

» M  I'M      I  « 


LTD 


Fill  1n  three  digit  CFMC  LTC  I.D.  number. 


STRATIFICATION  NUMBER 


CD 


Fill  in  two  digit  code  for  stratification  group  to 
which  facility  is  assigned. 

Stratification  Group  Code 

01  -  May,  SNF/ICF  urban,  136-179  beds 

02  -  June,  SNF/ICF  rural,  14-143  beds, 

"special  problems" 

03  -  July,  SNT/ICF  urban,  180-408  beds  . 

04  «  August,  ICF  only 

05  ■  September,  SNF/ICF  urban,  93-135  beds 

06  -  October-November  15,  SNF/ICF  urban  1-92  beds 

07  ■  November  15-December  15,  ICF /MR 

08  »  Medicare  only 


REVIEW  DATE 

( 'I  HI  .  •'  t 


Fill  in  date  on  which  chart  review  was  conducted  for  this 
resident.    (MM,  DD,  YY) 


COORDINATOR  I.D. 


Fill  in  four  digit  coordinator  I . D. W 


DATE  OF  BIRTH 


I      I  I 


Fill  in  resident's  date  of  birth  (month,  day,  and 
year). 

Use  numerals  only;  if  there  is  only  one  digit 
in  either  the  day  or  the  month  fill  in  the 
first  space  with  a  zero.    If  the  actual  date  of 
birth  is  not  known,  fill  in  01  for  the  month, 
01  for  the  day,  and  the  approximate  year  of 
birth. 


SEX 


1  O 
MALE 


FEMALE 


Fill  in  circle  appropriate  to  residents  sex 

1  «  Male 

2  *  Female 


COLORADO  FOUNDATION  FOR  MEDICAL  CARE 

Long-Term  Care  Department                         H  5 
1980  BROAD  SCREEN  INSTRUCTIONS 
Problem  Set:     DEMOGRAPHIC  INFORMATION   Page:   


# 

RATIONALE      INFORMATION  ITEM 

INSTRUCTIONS 

1 

FACILITY  I.D. 

Fill  in  three  digit  CFMC  LTC  I.D.  number. 

2 

STRATIFICATION  NUMBER 

I.',  '  In/  lilt  MXIj 

Fill  in  two  digit  code  for  stratification  group  to 
wmcn  Tacinty  is  assignea. 

Stratification  Group  Code 

01  -  May,  SNF/ICF  urban,  136-179  beds 

02  «  June,  SNF/ICF  rural,  14-143  beds, 

"special  problems" 

03  ■=  July,  SNF/ICF  urban,  180-408  beds 

04  -  August,  ICF  only 

05  -  September,  SNF/ICF  urban,  93-135  beds 

06  -  October-November  15,  SNF/ICF  urban  1-92  beds 

07  -  November  15-December  15,  ICF /MR 

08  ■  Medicare  only 

3 

REVIEW  DATE 

CI1Z 

1 

Fill  in  date  on  which  chart  review  was  conducted  for  this 
resident.    (MM,  DD,  YY) 

4 

COORDINATOR  I.D. 

,A,  ,  r.               |  ill  i| 

Fill  in  four  digit  coordinator  I.D.# 

5 

DATE  OF  BIRTH 

Fill  in  resident's  date  of  birth  (month,  day,  and 
year). 

Use  numerals  only;  if  there  is  only  one  digit 
in  either  the  day  or  the  month  fill  in  the 
first  space  with  a  zero.    If  the  actual  date  of 
birth  is  not  known,  fill  in  01  for  the  month, 
01  for  the  day,  and  the  approximate  year  of 
birth. 

1 

1 

1    1    1  1 

SEX 


«*'  SM 

1  O 

MALE 


FEMALE 


Fill  in  circle  appropriate  to  residents  sex 


1  =  Male 

2  =  Female 


COLORADO  FOUNDATION  FOR  MF.DICAL  CARE 
Long-Term  Care  Department 
1980  BROAD  SCREEN  INSTRUCTIONS 
Problem  Set:       DEMOGRAPHIC  INFORMATION  pacC: 


# 

RAT TON A I F 

INS  I  KUL  I  lUNs 

7 

Pay source 

(T\  pa  rvunrf 

1Q         2  O         3  O 
MCA  RE     MCA  ID  VA 

Fill  in  appropriate  circle 

1  =  Medicare 

2  =  Medicaid 

3  =  VA 

8 

Level  of  Care 

*  IFVtl  Of  f  »»r 

1 0  2Q 
»P  ICF 

Fill  in  appropriate  circle 

1  =  SNF 

2  =  ICF 

9 

MEDICAL  RECORD  NUMBER 

Ml  t  K  *l      :  '  -tip  lit  IMP!  n 

Fill  in  residents  medical  record  number  (chart  number, 
admission  number,  etc).    Begin  in  first  box  to  left. 

If  there  are  dashes  or  spaces  in  the  number  leave 

them  out  (eg. ,  45-79  would  be  coded  4  5  7  9) 

i  !  i  i  i  i  i  i 

10 

ADMIT  DATE 

i  ioi  »w'  oak 

Fill  in  date  of  most  recent  admission  to  this  facility, 
(mm,  dd,  yy) 

I 

I 

I 

11 

ATTENDING  PHYSICIAN 

Fill  in  five  digit  physician  number  (see  attached) 

Enter  5  dijit  Colorado  physician  license  number. 
If  the  physician  has  an  out  of  state  number  or 
if  the  number  is  unknown  enter  99999. 

12 

FOLEY 

on  roirv 

Fill  in  appropriate  circle 

1  =  yes— Resident  is  currently  on  a  foley 

catheter  for  continuous  bladder 
drainage. 

2  =  No 
If  no,  skip  to  #14. 

13 

MEDICAL  NECESSITY 

mi  MFOCAlir»CCSSA«> 

If  yes,  skip  to  #13. 

Fill  in  appropriate  circle 

1  =  Yes--Resident  has  a  Medical  condition 

requiring  a  foley  catheter  for  bladder 
drainage  (  see  attached  list). 

2  =  No  Resident  has  foley  to  control  incon- 

tinence without  other  medical  condition 
for  its  use. 

COLORADO  I'OUNDATIOS  I -'OR  MIMICAL  CAR1! 

Lon^-Term  Care  Department  H.7 
IPSO  BROAD  SCRITN  INSTRUCTIONS 
Problem  Set:  DEMOGRAPHIC  INFORMATION  p.,..^ 


RATIONAL!!  INSTRUCTIONS 


14 


PRIMARY  Dx 


Record  ICD9  CM  code  for  primary  diagnosis 

*primar,y  diagnosis  is  the  problem  that  is  the 
major  cause  for  long  term  care  placement. 


15 


16 


17 


SECONDARY  Dx 


SECONDARY  Dx 


SECONDARY  Dx 


18     |  SECONDARY  Dx 


•N'i.-P*  Pi.v,fr 


Fill  in  ICD9  CM  code  for  other  current  or  historical 
diagnoses  affecting  resident's  condition. 

Fill  in  ICD9  CM  code  for  other  current  or  historical 
diagnoses  affecting  resident's  condition. 

Fill  in  ICD9  CM  code  for  other  current  of  historical 
diagnoses  affecting  resident 1  s  condition. 

Fill  in  ICD9  CM  code  for  other  current  of  historical 
diagnoses  affecting  resident 's  condition. 


Problem  Set:  Vision 


H.8 


I  RATIONALE 


INSTRUCTION'S 


20  j  VALIDATOR 

I  We  are  looking  for  the  resident 

j  who  has  visual  problems  which 

i  interfere  .with  functioning 

|  ranging  from  total  blindness  to 

!  uncorrected  but  correctable 

i  vision  problems  such  as  extreme 
far  or  short  sightedness. 


YES  |"  Resident  has  one  or  more  of  the  following: 

1.  Diagnosis  of  blindness,  macular  degeneration, 
retinal  attachment,  hemianopsia,  diabetic 
retinopathy,  or  glaucoma  that  interferes  with 
functional  ability 

2.  Documentation  and/or  observation  of  visual 
acuity  problem. 

e.g.,  resident  unable  to  read  print  (with  glasses 
on  if  available  and  worn) 14  inches  from  face 


3.      Documentation  and/or  evidence  of  impaired  tracking, 
double  vision,  no  convergence. 


21       OUTCOME  !  j  YES>  Both  of  the  following: 

Resident  has  improved  at  least  one  step  in 
functional  level  in  eating/feeding  or  dressing/ 
hygiene     (see  Rehab.  Stages  of  Progress  Guidelines) . 

2}      Resident  is  actively  involved  in  at  least  one 
activity  of  interest  on  a  regular  basis. 

actively  involved  =  must  be  participating  in  an 
activity  rather  than  experiencing  it  passively. 


© 


22        PHYSICIAN  ASSESSMENT 

To  determine  whether  attending 
physician  is  aware  of  the  extent 
|     of  the  vision  problem. 


|  YES  |=  Documentation  by  attending  physician,  consultant 
ophthalmologist , or  physician  designee  (e.g.,  nurse  prac- 
titioner, physician  extender,  or  optometrist)  of  gross 
vision  assessment  within  the  past  year. 

gross  vision  assessment  =  must  make  reference  to 
level  of  impairment,  e.g.,  "blind",  "poor  vision". 


23   1     PHYSICIAN  TREATMENT  PLAN  i 

i 

To  determine  whether  efforts  have 
been  made  by  the  physician  to 
alleviate  the  problem  or  improve 
the  vision  deficit. 


|  YES  |=  Physician  (or  designee)  has  documented  a  plan  for 
treatment  if  condition  is  treatable  either  medically  or 
surgically. 


YES/E  |=  Documentation  by  physician  (or  designee)  that 
condition  is  not  treatable  or  correctable  or  why 
treatment  is  not  necessary. 

plan  for  treatment  =  could  be  an  order  for  eye  drops, 
order  for  ophthalmological  consult,  etc. 


24       NURSING  ASSESSMENT  | YES  |=  Nursing  assessment  indicates: 

To  evaluate  the  nursing  data  base  Degree  of  visual  impairment 
in  relation  to  the  vision  deficit 

(i.e.,  has  nursing  staff  collected  Functional  status  in  eating,  dressing  and  bathing 
enough  information  to  be  able  to 

plan  for  care  of  the  resident  functional  status  =  whether  or  not  resident  is  indepen- 

with  a  vision  deficit?)  dent  or  needs  assistance  or  how  much  assistance  is  needed. 


Problem  Set :  Vision 


H.9 


RATIONAL!; 


INSTRUCTIONS 


25    j  PROBLEM  I.D. 
I 

!  To  evaluate  nursing  staff's  aware- 

!  ness  of  vision  loss  as  a  problem 

!  appropriate  for  care  planning. 


YES  |=  Overall  plan  of  care  includes  vision  deficit 
as  a  problem. 


26        CARE  PLAN 


To  assess  staff's  knowledge  of 
effective  interventions  which  can 
be  used  with  residents  with 
vision  deficits. 


| YES  |=  Overall  plan  of  care  includes  specific  intervention 
aimed  at  making  the  resident  more  functional  or  indepen- 
dent . 

interventions  =  may  be  provision  for  instruction  or 
education  in  getting  around  the  facility,  instruction 
or  therapy  in  eating,  dressing,  or  bathing,  assistance 
needed  in  ADL's. 


27   i      DEVICE  USED 


|  YES  |=  If  corrective  device  is  needed  and  available 
documentation  within  last  month  by  nursing  staff  that 


To  determine  staff's  awareness  of      it  is  being  used, 
the  resident's  use  of  available   

corrective/assistive  devices.  |  YES/E~}=  Documentation  that  resident  refuses  to  use 

corrective  device  or  device  is  either  not  needed  or 
not  available. 


corrective  device  =  eyeglasses,  magnifying  glass,  etc. 


28        SOCIAL  SERVICES  PROBLEM  I.D. 

To  assess  social  service  staff's 
awareness  of  the  resident's 
vision  problem  in  relation  to 
how  it  affects  need  for  social 
services  intervention. 


| YES  |=  Documentation  by  social  services  designee  includes 
an  assessment  of  social  adjustment  to  loss. 

(e.g.,  is  resident  grieving  the  loss; 

have  they  learned  to  cope  with  the  disability) 


29        SOCIAL  SERVICES  FUNDING 

To  assess  social  service  staff's 
efforts  toward  securing  correc- 
tive/assistive devices  and  their 
knowledge  of  the  community 
resources  available  from  which 
to  procure  such  devices. 


| YES  |=  If  glasses  are  needed  and  not  available,  documen- 
tation by  social  services  designee  that  an  attempt  has 
been  made  to  procure  funding  for  glasses. 


|  YES/E~}=  documentation  of : 

1.  Condition  is  not  improvable  with  glasses 

2.  Resident  is  unable  to  undergo  ophthalmological 
exam  due  to  confusion,  agitation,  restlessness,  etc. 


Resident  has  eyeglasses. 


30  ;     ACTIVITIES  PROBLEM  I.D.  | YES  |=  Vision  deficit  is  mentioned  on  activities  care  plan. 

|     To  determine  whether  activities 
personnel  are  aware  of  the  vision 
deficit  and  whether  they  consider 
it  an  important  factor  in  plan- 
ning activities  for  the  resident. 


t 


Problem  Set : 


Hearing 


COLORADO  FOUNDATION  FOR  MIMICAL  CARE 
Long-Term  Care  Department 
1980  BROAD  SCREEN  INSTRUCTIONS 
  Paso:  1  


H.10 


RATIONALE 


INSTRUCTIONS 


32 


VALIDATOR 

We  are  looking  for  the  resident 
who  has  hearing  problems  that 
interfere  with  communication  and 
functioning  ranging  from  total 
deafness  to  uncorrected  or  uncor- 
rectable severe  hearing  loss 
(e.g.,  if  the  resident  has  a 
hearing  aid  that  corrects  the 
problem  to  the  extent  that  the 
resident  can  communicate  without 
significant  problems,  do  not 
apply  the  problem  set.) 


| YES  fr=  Resident  has  one  or  more  of  the  following: 

1.  Documentation  and/or  evidence  of  decreased 
hearing  level  with  discrimination  scores  on 
hearing  exam, 

2.  Documentation  and/or  evidence  of  impaired  response 
to  verbal  imput 

(e.g.,  unable  to  understand  spoken  work  in  normal 
speech  tones  at  two  feet), 


3.      Diagnosis  indicating  permanent  impairment 

(e.g.,  otosclerosis,  8th  cranial  nerve  damage, 
chronic  suppurative  otitis  media)  or 


4.      Observation  of  hearing  aid  accompanied  by  one 
of  the  above. 


33  ;  OUTCOME 


i  |  YES  |=  Documentation  and/or  evidence  of  both  of  the 
j  following: 

|    ^)      Functional  communication  system  established 

(e.g.,  resident  able  to  make  needs  known 
consistently) 

(2)  Active  Involvement  in  at  least  one  activity  of 
i  interest  at  least  weekly 


I  YES/E|=  Resident  profoundly  confused  and  blind. 


34        PHYSICIAN  ASSESSMENT 


To  determine  whether  attending 
physician  is  aware  of  the  extent 
of  the  hearing  problem. 


I  YES |=  Documentation  by  physician  or  designee  (e.g., 
physician  extender,  audiologist)  of  gross  hearing 
assessment  within  the  past  year. 

gross  hearing  assessment  =  must  make  reference  to  level 
of  impairment  (e.g.,  "deaf",  "very  poor  hearing".) 


35        PHYSICIAN  TREATMENT  PLAN 

I     To  determine  whether  efforts 

have  been  made  by  the  attending 
I     physician  to  alleviate  the 
■     problem  or  improve  the  hearing 
deficit  if  it  is  amenable  to 
treatment. 


I  YES  |=  Physician  (or  designee)  has  documented  plan  for 
treatment,  if  condition  is  treatable. 

(e.g.,  order  for  hearing  aid,  order  for 
medications,  order  for  consult.) 


I  YES/E  fr=  Documentation  that  condition  is  not  treatable 
or  correctable  and/or  why  treatment  is  not  necessary, 
or  hearing  evaluation  done  within  the  last  month. 


36 


NURSING  ASSESSMEKT 

To  evaluate  the  nursing  data  base 
in  relation  to  the  hearing 
deficit  (i.e.,  has  nursing  staff  j 
collected  enough  information  to  I 
be  able  to  plan  for  care  for  the  j 
resident  with  a  hearing  deficit? 

1 
f 


I  YES  |«  Nursing  assessment  includes 

^)      Reference  to  degree  of  functional  impairment  due 
to  hearing  deficit 

(e.g.,  under  what  conditions  is  hearing  a  problem-- 
group  situations,  telephone,  one-to-one  interactions, 
etc.) 


(2)      Mode  of  communication  or  ability  to  communicate 

(e.g.,  reads  lips,  understands  if  spoken  slowly  to, 
communicates  in  writing) 


Problem  Set:  Vision 


COLORADO  I  lit  IN  DAT]  ON  l-'OK  MlvDICAI.  CAR], 
Lon^-Tcrm  Care  Department 
1980  RKDM)  SCRHI-N  INSTRUCTION'S 
I'iiuc:  3 


H.ll 


RATI  ON  A  I. r. 


INSTRUCTIONS 


31        ACTIVITIES  CARE  PLAN 

To  determine  whether  activities 
personnel  have  taken  the  vision 
deficit  into  account  when  planning 
activities  for  the  resident  and 
to  determine  whether  activities 
personnel  have  identified  the 
need  for  maximum  independence  for 
the  resident  with  a  vision 
deficit. 


[YES 
© 


=  Activities  care  plan  includes  the  following: 

Interventions  for  individual  activity  specific  to 
the  visual  deficit 

(e.g.,  large  print  books,  volunteer  to  read 
to  resident) 


Interventions  for  group  activity  specific  to  the 
visual  deficit 


(e.g.,  group  discussion,  musical  programs) 


^jj      Planning  for  one-to-one  relationship  aimed  at 
increasing  resident's  abilities  to  "get  about" 

(e.g.,  volunteer  assigned  to  take  resident 
to  activities) 

if  resident  not  independent 

Q      Plan  for  orientation  to  the  facility  environment 
(if  resident  does  not  get  about  independently). 


COLORADO  FOUNDATION  FOR  MF.DICAL  CARF. 
Long-Term  Care  Department 
1980  BROAD  SCREEN  INSTRUCTIONS 
Problem  Set:         Hearing  Pace:  2 


# 

1  — —  

RATIONALE 

INSTRUCTIONS 

37 

NURSING  PROBLEM  I.D. 

!  [  YES |=  hearing  deficit  is  mentioned  as  a  problem  on 

To  evaluate  nursing  staff's  aware 
ness  of  hearing  loss  as  a  problem 
appropriate  for  care  planning. 

!    overall  plan  of  care 

38 

NURSING  CARE  PLAN 

To  assess  staff's  knowledge  of 
effective  interventions  which 
can  be  used  with  residents  with 
hearing  loss. 

j  |  YES  |=  Care  plan  includes  specific  interventions  for 
communication . 

(e.g.,  "speak  slowly",  "use  written  communication", 
"uses  hearing  aid",  "lipreads"). 

39 

DEVICE  USED 

To  determine  staff's  awareness  of 
the  resident's  use  of  available 
corrective/assistance  devices. 

| YES  |=  If  corrective  device  is  needed  and  available, 
documentation  within  the  last  month  by  nursing  staff 
that  it  is  being  used. 

[  YES/E  ^=  Documentation  that  resident  refuses  to  use 
corrective  device  or  device  is  either  not  available 
or  not  needed. 

40 

SOCIAL  SERVICES  PROBLEM  I.D. 

To  assess  social  service  staff's 
awareness  of  the  resident's 
hearing  loss  and  how  it  affects 
the  resident's  ability  to  relate 
to  others;  to  assess  social 
services  staff's  awareness  of  the, 
resident's  individual  ability 
to  learn  a  communication  system. 

|  YES  |=  Social  services  evaluation  or  documentation  includes 
reference  to: 

Degree  of  social  adjustment  to  loss 

(e.g.,  is  resident  grieving  the  loss?  has  the 
resident  learned  to  cope  with  the  disability?) 

@      Residents  psychological/intellectual  ability  to 
use  or  benefit  from  other  communication  tools. 

(e.g.,  is  resident  able  to  read?  does  resident 
have  confusion  that  interferes  with  communication?) 

41 

SOCIAL  SERVICES  FUNDING 

To  assess  social  service  staff's 
efforts  toward  securing  needed 
corrective/assistive  devices  and 
their  knowledge  of  the  community 
resources  available  from  which 
to  procure  such  devices. 

| YES  \=  If  hearing  aid  is  needed  and  not  available, 
documentation  that  an  attempt  has  been  made  to  procure 
funding  for  aid. 

|  YES/E  ^  Documentation  of  any  of  the  following: 

1.  Condition  is  not  improvable  with  aid 

2.  Resident  unable  to  undergo  audiological  examination 
due  to  agitation,  restlessness  or  behavior  problems 

3.  Resident  has  functioning  hearing  aid 

COLORADO  I  (HIM (ATI ON  IOR  MI.DICAI.  CAW: 

Lonjj-Tcrm  Care  Department  H  13 
1980  BROAD  SCRHLN  INSTRUCTIONS 
  I'Hge :  3 


INSTRUCTIONS 


42       ACTIVITIES  PROBLEM  I.D.  | YES  |=  Hearing  deficit  is  mentioned  on  activities  care 

plan 

To  determine  whether  activities 
personnel  are  aware  of  the  hear- 
ing deficit  and  whether  they 
consider  it  an  imporant  factor 
in  planning  activities  for  the 
resident . 


Problem  Set:  Hearing 
#  RATIONAL!: 


43        ACTIVITIES  CARE  PLAN 

To  determine  whether  activities 
personnel  have  taken  the  hearing 
deficit  into  account  when  plan- 
ning activities  for  the  resident. 


j  YES  |=  Activities  care  plan  includes  interventions  for 
individual  and  group  activities  specific  to  hearing 
deficit 

(e.g.,  what  special  interventions  are  needed 
for  activities,  e.g.,  "put  in  front  of  room", 
"put  chair  close  to  piano",  "speak  slowly") 


Problem  Set : 


COLORADO  FOUNDATION  FOR  MIMICAL  CARE 
Long-Term  Care  Department 
1980  BROAD  SCREEN  INSTRUCTIONS 
Insulin  dependent  diabetes  Purc:  1 


H.14 


RATIONALE 


INSTRUCTIONS 


80    ' VALIDATOR 


I  YES \=  resident  has  diagnosis  of  diabetes  mellitus  and  is 
i  currently  on  daily  dosage  of  insulin  or  resident  is  on 
:  daily  dosage  of  insulir  Canydosage) 


OUTCOME 


| YES  |°  resident  has  had  no  coma  or  insulin  shock  within 
past  three  months,  and  preventable  complications  (e.g., 
skin  infections,  ingrown  toenails)  have  not  occurred  in 
past  3  months. 


PHYSICIAN  TREATMENT  PLAN 


To  evaluate  the  adequacy  of  the 
physician's  plan  for  management  of 
the  diabetic  condition  from  the 
medical  perspective. 


Physicians  orders  include: 

Dosage  and  frequency  of  insulin  administration 
(2)    Order  for  special  diet 

(e.g.,  ADA,  no  added  sweets,  no  concentrated  sweets) 

Order  for  level  of  activity 

(e.g.,  bedrest,  up  in  chair,  ambulate  ad  lib) 

Ordered  frequency  of  blood  sugar  determinations. 

(e.g.,  FBS,  2hPP,  PC,  SMA12,  etc.  with  time  frequency 
specified  --  q  1  mo.,  q  3  mo.,  q  6  mo.prn  -- 
any  blood  sugar  test  and  any  frequency  is  acceptable 
as  long  as  there  is  an  order  stating  both.) 

Order  for  Urinary  sugar  test  on  a  regular  schedule 
or  order  for  facility  policy  in  urine  sugar  deter- 
mination. 

(urinary  sugar  test  =  may  be  order  for 
C/A,  testape,  or  clinetest.  Schedule  may  be  qd,  qid. 
qod,  q  wk.  etc.  as  long  as  a  schedule  is  stated  with 
the  order) 

^    Standing  order  for  managing  resident  with  abnormal 
Urinary  sugar  test  results. 

(e.g.,  "give  5  u  regular  insulin  if  3+   or  4+ 
glucose"  or  "notify  M.D.  is  glucose  3+  or  over."  ) 

^    Order  for  foot  care 

(e.g.,  "to  see  podiatrist"  or  "foot  care  to  be  done 
by  nurses")    foot  care  =  podiatry  care,  nail  trimming, 
foot  soaks,  daily  hygiene  of  feet. 


Problem  Set : 


■Diabetes 
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83 


NURSING  ASSESSMENT 


YESj-  nursing  admission  assessment  includes  the  following: 


To  evaluate  the  adequacy  of  the  ^) 
nursing  data  base  in  relation  to  the 
problem  of  diabetes  (i.e.,  has 
nursing  staff  collected  enough 
information  to  be  able  to  plan  for  ; 
nursing  management  of  the  resident  i 
with  diabetes?) 


Mention  of  presence  or  absence  of  complications  usually 
associated  with  diabetes  (vascular  problems, 
neurological  problems,  sensory/perceptual  problems, 
ophthalmological  problems) 

Level  of  activity (whether  ambulatory,  w/c  bound, 
bed  bound) 

Nutritional  habits  (likes,  dislikes,  beverage 
preference,  whether  or  not  diet  has  been  adhered 
to  in  the  past,  whether  or  not  resident  eats  a 
balanced  diet) 

Statement  regarding  resident  awareness  of  diabetic 
condition  or  need  for  education/teaching. 


84 


NURSING  PROBLEM  I.D. 


|  YES  t=  diabet 
of  care . 


es  is  included  as  a  problem  on  overall  plan 


To  evaluate  nursing  staff  aware- 
ness of  diabetes  as  a  problem 
appropriate  for  care  planning. 


85  | NURSING  CARE  PLAN 

| To  assess  the  adequacy  of  nursing 
!  care  planning  for  a  resident  with 
I  diabetes;  to  determine  nursing 
I  awareness  of  the  interventions  that 
I  should  be  included  on  a  care  plan 
! for  a  diabetic  resident. 


| YES  |=  care  plan  includes: 

Mention  ©f  nursing  monitoring  for  complications 

(?)    Mention  of  whether  or  not  resident  is  on  a  diabetic 
diet 

Plan  for  diabetic  teaching 

Schedule  for  rotation  of  injection  sites 
(If  schedule  for  rotation   of  injection  site  is 
elsewhere  in  the  record  it  needn't  be  repeated 
on  care  plan) 


86 


NURSING  STATUS 


To  evaluate  the  adequacy  of  on- 
going nursing  assessment  of  the 
resident  with  diabetes. 


| YES  |=  nursing  documentation  during  past  month  includes: 
(l)    Condition  of  skin 

Reference  to  diet 

Activity  level 

Uring  sugar  determination  test  results  documented 
as  ordered 

Documentation  of  rotation  of  injection  sites 


COLORADO  FOUNDATION  FOR  MEDICAL  CARE 
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87 

SOCIAL  SERVICES  CARE  PLAN 

To  determine  social  services  staff 
awareness  of  the  psycho-social  as- 
pects of  functioning  for  a  resident 
with  diabetes. 

l| YES  |=  care  plan  includes  mention  of  counseling  with 

J  resident  and/or  family  and/or  significant  others  regarding 

1  loss  in  functioning  due  to  diabetic  condition  if  anv. 

!  (loss  in  functioning  =  impairment  due  to  disease  process, 
i.e.,  impaired  vision,  amputation) 

I  YES/E  J=  resident  has  no  loss  in  functioning  due  to  diabetes 

88 

PODIATRY  PROVIDED 

To  determine  if  diabetic  residents 
are  getting  appropriate  prophylactii 
and/or  therapeutic  foot  care. 

|  YES  |=  resident  receives  podiatry  services  at  least  q  3  mo. 

(If  during  past  three  months  resident  has  received 
:  podiatry  services  answer  yes) 

I  YES/E  f=  Physician  has  documented  alternative  plan  for 
foot  care  (e.g.,  order  for  nurses,  foot  care  documented 
by  physician) 

89 

• 

NUTRITION  ASSESSMENT 

|  YES |=  documented  diet  history  and  schedule  for  meals 

To  determine  if  attention  has  been 
given  to  the  individual's  food 
preferences  and  medication  when 
planning  for  diet. 

and  snacks. 

Diet  history  =  must  contain  information  on  likes  and 
dislikes  and  be  signed  by  dietary  consultant  or  food 
services  supervisor 

i 

! 

90  i  NUTRITION  STATUS 

! To  determine  whether  dietary  staff 
i  are  doing  on-going  assessment  of 
diets  of  diabetic  residents. 

| YES  |=  documentation  by  Food  Service  Supervisor  or  Registerc 
Dietician  within  last  3  months  to  include  evaluation  of 
appropriateness  of  present  diet 

(e.g.,  in  terms  of  activities  level  and  body  size) 
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